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PREFACE. 



In compiling this quiz compend we have discussed the various 
diseases which affect the female generative organs, in the order of 
the anatomical position of the latter, beginning at the vulva ; and 
we have given under each heading as complete a r^sum^ of the 
subject as possible in the space at our disposal. As our authori- 
ties we are indebted to the works of the following authors, and 
to notes taken from the lectures of Prof. G M. Tuttle : Pozzi, 
Thomas and Mund^, Mann's System, Martin, Scbroeder, Shultze, 
Hegar and Kaltenbach, Skene, and Hart and Barbour. 

It is hoped that the compend will prove of service both to the 
student and to the practitioner who wishes to refresh his memory 
upon some of the more important features of gynecology. 

G. W. BRATENAHL, 
SINCLAIR TOUSEY. 
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GYNECOLOGY. 



CAUSATION OP GYNECOLOGICAL DISEASE. 

What axe the chief causes of gynecological diseases 7 
They may be divided into predisposing and exciting. 
Predisposing Causes: 

(1) Neglect of out-door exercise. 

(2) Imprudence during menstruation, such as violent exercise 
at the menstrual period, going out too lightly clad, or getting wet 
feet, which result in cessation of the menstrual flow, endometritis, 
and other inflammatory conditions, with subsequent dysmenorrhoea, 
sterility, pelvic pain, etc. 

(3) Undue mental work during the period when the generative 
organs are developing, resulting in malnutrition of these organs. 

(4) Improprieties of dress, such as tight lacing, having skirts 
suspended at the waist, resulting in uterine displacements and con- 
gestive disturbances. 

(5) Improper postures, such as too much sitting down, sewing- 
machine work, high-heeled shoes tilting the body forward, etc. 

(6) Prevention of conception. 

(7) Improper care or neglect during parturition. 

(8) Induction of abortion. 

(9) Marriage with existing uterine diseases. 
(10) Habitual constipation. 

Exciting Causes: 

(1) Injuries at parturition, lacerations of the cervix and peri- 
neum, pudendal and subperitoneal haematocele, inversion of the 
uterus. 

(2) Derangements of involution, subinvolution, superin volution, 
retention of foetal envelopes, displacements of the uterus. 

(3) Congenital anomalies. 

(4) Sudden violent efforts, producing flexions, versions, and 
prolapse. 

2—Qyn. VI 
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(5) Neoplasiua developing in the genital tract. 

(6) General peritonitis, producing deposits of lymph ii 
tIb, and thereby displacementB of the uterus. 

(7) Local treatment, sounds, tents, etc. 

(8) Gonorrhoea, 

(9) Syphilis. 

(10) Means adopted in criminal abortions. 



DIAGNOSIS OP QTNEOOLOGIOAL DISEASE. 

Wliat are the means employed in attaining a diagnosis of gyne- 
cological diseaseB ? 

lat. Ratioual testing of putient; 
2d. Physicu) esaminutiou. 

RATIONAL EXAMINATION. 
What qnestions should be asked in taking a history? 

Name? Age? Occupation? Residence? Married? Single? 
Widow? If married, how long? Number of children? Firat? 
Last ? Labors easy or instrumental ? Number of miscarriages ? 
Last? 

( Age when firat appeared ; 



Menatruat 


on? J Duration; 




Amount; 




[ Pain before, during, after 




C Character ; 


Leucorrhw 


a? i Amount; 




( Constancy. 


Pain? 


f Locality: 
] Degree; 
(^ Character. 



Bladder : Micturition, whether frequent or painful ? 
Bowela ? Previous and family history ? Duration of present 
illness? Chief symptoms? 

PHYSICAL EXAMINATION. 
What means are employed in making a physical examination? 
i^(l_) Inspection ; (2) vaginal touch ; (3J bimauuiit mauipulutioo ; 




I 
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(4) reotal touch ; (5) ttbdomino-rectal exploration ; (6J abdominal 
palpation -, (7) speculum ; (8) sound and probe ; {i>) abdominal 
_ .Ipation, with use of sound; (10) tenta and dilators i (11 J dull 
curette; (12) exploring needle and aspirator; (13) microseope ; 
(14) auscultation and percussion. 

Deaciibe the method of making an examination. 

A table covered with a blanket and provided with a small pillow 
should always, when practicable, be employed for ezaminationa, 
instead of a bed or lounge. The patient should lie upon her back, 
with the knees well drawn up and abducted. A sheet should be 
spread over her, so as to conceal the entire person escept ihe 
vulvar region. When a table is impracticable, the patient should 
be placed crosswise on her bed, the nates close to the edge, and the 
knees drawn up. 

INSPEOTIOK 
Wliat is the diagnostic value of inspection 7 

By a thorough examinatioD of the external genitals we may find 
enlargements of the labia majora, nymphrc, or clitoris ; mucous 
patches and ulcers ; pedieuli pubis ; character of the vulvar mucous 
membrane, whether inflamed or not, or violet-colored as in preg- 
nancy. We note the condition of the perineum, whether lacerated 
or not ; protrusion of the vaginal walls ; urethral caruncle ; cha- 
racter of any discharge coming from the vagina ; condition of the 
hymen. Examine the orifices of Bartholin's glands ; note whether 
reddened or not (a point in the diaguosis of gonorrh<eal infiamma- 
tions). Feel for enlargements of the glands themselves. Inspec- 
tion of the abdomen will reveal the shape and size of a suspected 
tumor. 

VAGINAL TOUCH. 



The patient liavinf; been placed on her back aa described, the 
indes finger of either band is anointed with vaseline and introduced 
into the vagina from below up over the perineum, never from above 
downward. The other fingers are strongly flexed into the palm, while 
the thumb lies on the symphysis between the thighs. In married 
women two fingers, the indes and midd\e, a.Tft « ' 
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duoed backward into the hollow of the eacrum uDtil the c 
is reaohed. 

Fi.!. I. 




Wliat conditioiis aie sought for diuiag this examination 7 

(1) Thickness of the perineal body, as deterinined by approxi- 
mating the thumb and index finger; presence or abflenco of painful 
BpotB or spasm. 

(2) Presence or absence of rugm io the vaginal wall ; relaxation 
of the latter ; note whether dry, moist, or hot ; tumors of the 
vaginal wall or foreign bodies ; presence of fseces or tuinor in the 

(3) The cervix being reached, place the palmar surface of the 
finger against the oa ; note direction, shape, size, consistence, and 
mobility of the cervix ; character of the surface, whether soft and 
velvety or ronghened ; note character of the os, whether lacerated, 
stenoaed, or patulous ; note bodies projecting through. 

(4) Passing the finger along the posterior surface of the 
into the posterior fornix, any tumor or hardness there 
be noted. 
Wliat may be felt through the posterior fornix 7 

(1) Ffeces in the rectum ; 

(2) Acute or chronic inflammatory deposits; 

(3) Ketrovert«d or flexed fundus uteri ; 
f4) Blood effusions ; 



: cervix J 

should I 



PHYSICAL EXAMINATION. 

(5) FibroiilH attached to the poslerior wall ; 

(6) Ovary and tube prolapsed, inflamed, or cystic ; 

(7) Ascitic fluid ; 

(8) Extra-uterine fustation ; 

(9) Retro-uterine and peritoneal abacesB ; 

(10) Thickened and tender utero-Hacral ligaments; 

(11) Hydatid cyats and dermoid cysts (rare). 



"i 



WhsA may be felt throngb the anterior fomiz? 

The fnndus of a normal, anteverted, ant<;flexed, or pregnant 
uterus; angle between the body and eervis normally; fibroids ; 
inflammatory or blood affusions ; tender ovaries (rare). A full 
bladder gives the sensation of a cystic tumor here. 

What may be felt in the lateral fornices ? 

Tumors, fibroids, cysts, etc. ; dilated Fallopian tube ; tubal preg- 
nancy ; exudation masses ; cellulitis, peritonitis ; blood effusions 
into the broad ligaments; prolapsed and enlarged ovaries and 
tubes ; latero-flexed uterus. 

BIMANUAL EXAMINATION. 
Describe bunanual examinatioti. 

This combines vaginal touch with abdominal palpation. The 
patient is placed as before, and the fingers introduced until the 
cervix is reached. The palmar surfaces of the fingers are then 
placed against the os externum and pushed upward toward the 
abdominal wall. At the same time the eiternal hand is placed on 
the abdomen just above the symphysis, and a steady, gentle, but 
firm pressure ia made with the halls of the fingers, the patient being 
told to breathe quietly, keep her mouth open, and relax the abdom- 
inal mnscles. In this manner an attempt is made to approximate 
the internal and external fingers, and any intervening structures 
can be accurately mapped out. It is well to have a definite order 
to follow in making a bimanual examination: First pnsh up the 
cervix, and if the uterus is in its normal position the fundns will 
come in contact with the abdominal hand and a transmitted motion 
will be felt. Nest pass the internal fingers into the anterior fornix, 
and note any transmitted motion from a body felt here ; this would 
be the fundus normally and in antepositions. Next pass back into 
the posterior fornix, behind the cervix, and continue the att^rn'jt ■*.<. 
approximation of the two hands. In t\ie Bwae ■w^^ >0a«,\^\s,'5^'^^«^- 
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nicee are thorougblj palpated. The right haod should be 
ioternally for the right side, and the left for the left side. 




most important step ia firat to ascertain the esact position, ahape, 
and siie of the uterus : after thia the lateral fornicea oaD be pal- 
pated, using the uterua aa a landmark. 

Describe the method of performing a rectal examination. 

(1) Tell the patient what is going to be done. 

(2) Scrape soap under the finger-nail and anoint the finger with 
vaseline. 

(3) Introduce the finger slowly, first forward, then upward. 

What should be noted in thia examination? 

(1} Existence or absence of hemorrhoids. 

(2) Fissures, fistnlar ulcers, atrictures (specific or malignant), 
polypi. 

Note position and she of cervis, posterior uterine wall, position, 
etc. of ovaries, eiistence of tumors. 

Abdominal-reclal exammalion combines the above with pressure 
feim the hand on the abdomen, as in bimanual examination. 



^V When is 

^H In yirgi 

^^F Jieclo-vt 
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When is tliia method putlculailr valnable ? 

In yirgins and where the abdominal wall in rigid, 
Recfo-vagino-ahdominal examtiialioii combines ihe middle finger 

in the rectum, the index finger in the vagina, and the i>ther hand 

on the abdomen. 

What is Simon's method? 

The introduction of the whole hand into the rectum. This is a 
dangerous practice, and is very seldom required. 

SPECULA. 
YHiat are the three main forms of specula ? 

(1) Spa tu 1 ar— Sims 's and Simon's speculum. 

(2) Tubular— Fergusson's. 

(3) Bivalve— Brewer's, Cusco's. 
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What is the Sims position? 

patient lies on her left side and chest, with the left arm 

her over the edge of the couch or table ; the hips close to 

the edge ; knees well drawn up ; and the upper knee touching the 
table with its inner aspect. 
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How is the Sims specnlum introduced ? 

The blado to bi! introduced is warmed and oiled on its conves 
aepect ; the Jabia are separated with the fingers of the left hand. 
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BimoD'a Gpeaula. 



The blade is then grasped in the right hand, with the index finger 
lying in the concave surface, and passed into the vngina over the 
perineum backward toward the hollow of the sacrum, as far as the 
posterior fornix behind the cervix. Traction is now made by an 
■Bsistant backward, elevating the posterior vaginal wall, and the 



in^ 



PHYSICAL EXAMISATION. 




internal estremity is tilt«d 
vail is depressed with a deprcsE( 



The anterior vaginal 
brought into view. 



How should tbe speculum he held ? 

(1) The outside blade can be grasped b^ tW tc^S. Vwvi. sR. '^or. 
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first in the long axis of the vulva, then turned transversely and 
pushed backward toward the cervix. Just before the latter is 
reached the blades are separated, bringing it into view. 
What are the disadvantages of the bivalve speculum ? 

It conceals the anterior vaginal wall ; it distorts the cervix ; it 
cannot be used for operations on the cervix or vagina. 
What are its advantases? 

It is aelf-retaining, thus obviating the necessity of an assistant. 
It is the moat convenient form of speculum for inspection of the 
cervix and local appUcations. 
Describe the TDlsellum and bullet forceps. 

The volsellura consista of two pairs of hooka on the ends of long 




VolMllum Forcop". 



scissor handles, which are provided with a spring catch. There 
may he two or more teeth on each hook. 

The bullet forceps are the same as the above, with a single pair 
of teeth. These are of great use in drawing down the cervix for 
all operations, dilatations, etc. ; to draw down and steady the uterus 
in rectal examinations ; and to steady the uterus while making 
intra-uterine applications. 



Describe the Sims tenaculum. 

This consists of a steel hook, bent as shown in the figuri 



and 



fastened into a 
upon the ccrvi 



Slnu's I«D>culum. 



slender handle. It is indispensable in all operations 
. and perineum. 
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SOUNDS. 



Descrlfae the uterine sound. 

The best form of this iQstrument is the one devised by Simpaon, 
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It consists of & graduated flexible metal rod baviag a knob 2 j incbea 
from the end, marking tbe depth of the normal uterus. 




Method or tnlrodi 



What are the contraindicatioitB to its use ? 

Ist, pregnancy; 2d, presence of menstruation; 3d, any peri- 
uterine inflammatory eondilion, or tenderness of the uterus and 
appendages ; 4th, malignant disease of the uterus. 
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Describe the method of introduction. 

(1) The exact curvature and position of tbe uterus are ascer- 
tained by bimanual examination. 

(2) The vagina is thoroughly cleansed. 

(3) The curvature of the sound is made to conform to that of 
the uterus.* 

(4) The index finger of the right or left hand is introduced into 
the vagina to the cervix, and the sound, passed along this with its 
concavity backward, is guided into the uterus (Figs. 11 and 12). 
When it is thoroughly engaged in the cervix the handle is made to 
describe a semicircle from left to right, bringing the concavity 
forward (Fig. 13). Now, if the handle is depressed toward the 

Fig. 13. 





(L/ 



IMagrams illustrating IntroductionjctMnerine Sound. 

perineum, the sound will readiJ^K^ss into the fundus, as shown in 
Fig. 14. No force is toJ>e<iised, and the handle should be held 
lightly between the tJMX^ and forefinger. 

What can b^'^tscertained by the use of the uterine sound? 

(1) PiJfency and size of the external os and cervical canal. 

(2) Presence of intra-uterine growths. 

(3) Condition of the endometrium. 

(4) Sensitiveness of the internal os. 



diaqxosis of gynecological disease. 
Fig. 14. 




(5) Direction of the cervical canal and exact position of 
fundus. 

(6) Relation of the uterna to a tumor. . 

It should not be used to replace a malpoettioned uterus o 
test its mobility. 



(1) Tents ; (2) graduated steel and hard-rubber sounds ; (3) steel 
branched dilators ; (4) dilatable rubber tnbes. 

TENTS. 
Wliat are the three varietieE of tents 7 

(1) Sponge, consisting of a cone of compressed sponge rendered 
aseptic and cox'ered with a layer of grease. It is provided with a 
tape at the base to assist in removal. 

(2) Laminaria or sea-tangle tents, made from the Laminaria 
digitata. 

f3) Tupelo-wood, made from the Nyaa aquat'dU. 



i 



w 

' Describe the 
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Describe the advantages and disadTantages of each. 

Sponge t-ents dilute rapidly, biit are painful and likely to give 
rise to septicsemia from abrasions of the mucous membrane. They 




' entirely discarded. Tiumiiiaria tents dilate much more 
B«lowly, hut are more aseptic, and from their email size it ia possible 
introduce several at a lime int« ^\\c cctv^-s.. Im^i^o 'uw*s, ■a.-^i 



34 DIAGNOSIS OF GYSEfXll.fiGICAL DISEASE. 

the best of all. Their expansibility is equal to the sponge tents, 
they dilate equably, and do not abrade the mucous membrane. 
Sepsis following their use is rare. 

WlUft ate the indications for the use of tents 7 

(1) Uterine hemorrhage unesplainable by other diagnostic meaa- 

(2) Locating polypi and other intra-uterine growths. 

(3) For the treatment of the latter and for the removal of prod- 
ucts of conception. (This is a dangerous practice.) 

Describe the mode of introdnctlon of tents. 

The patient is placed in Sims position. Sims's speculum being 
introduced, the cervix is grasped with a pair of bullet or volaellum 
forceps and drawn down. The vagina is now thoroughly irrigated 
with I : 1000 bichluride-of-mercury solution and the cervical canal 
EWabbed out. Previously the exact positiou of the uterus should 
have been ascertained by a bimanual esamination, and the curva- 
ture of the tent made to conform to that of the uterus. The tent 
is then grasped with a pair of forceps or a tent-passer and gently 
inserted in the direction of the uterine eanal (Fig. 15). A pledget 
of cotton ia placed against the cervix and the patient put to bed. If 
pain is experienced, a morphine suppository may be administered. 
The tent should not be left in more than from six to twelve hours, 
and the patient should be kept in bed a day longer. Tents should 
never be introduced at the physician's office. 

How aie tents now regarded as a means of diagnosis and treat- 
ment? 

They have been almost entirely superseded by the other dila- 
tors, and, according to Thomas, should be discarded entirely. 

STEEL AND HARD-EXJSBER SOUNDS. 



} 



(1) Peaslee'a; (2) Hank's; (3) Hegar's. 

Tlie Peastee dilators (Fig. 16) resemble male souuds, with less 
curvature and a bulb 2J inches from the end. They range in size 
from a 1!) to 20 French male sound. The Hanks variety have oval 






J 
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I 



of being screwed into 
" hard rubber 



extremities of Tarious sizes, ca; 
handle. The Hegar dilators 
tachable handle, and are shaped like male 
sounds. They range in size from 1 to 30. 

Describe the mode of inlxodaction. 

The patient being placed in Sims posi- 
tion, a Sims Bpeonlum is introduced. The 
vagina is thoroughly irrigated with 1 : 
1000 bich I oride-of -mercury solution, and 
the cervical canal is swabbed out. The 
anterior lip of the cervix is grasped with 
volsellum or bullet forceps, and drawn 
down. Dilator is introduced by the right 
hand as the uterine sound. After comple- 
tion of dilatation the cervix is swabbed 
off again and dusted with iodofonn. An 
iodoform gauze tampon h introduced, and 

SatJent put to bed fortwelve hours. The 
oraal position may be used. 



STEEL BRASX'HED DILATORS. 
Wtat are the beat forms of the steel 
branched dilators? 

(1) Goodell's modification of Ellin- 
ger 8 ; (2) Wylie's modification of Sims's; 
(3) Palmer's. 

The Goodell-El linger is probably the 
best, though tbe most expensive variety. 
It is constructed in two sizes, small 
slender blades and large powerful ones. 
These blades separate in parallel lines ; 
the handles are provided with a grad- 
uated BCiile having a screw attachment. 



What are tbe IndlcationB for the use of dilators 7 



(1) Stenosis of tbe 
IVom anteflexions, etc. : 
purposes or to clean oi 




servix; (:J) constriction at the internal ( 
(3) dilatation of tbe cervix for diagnostic 
: tbe uterine cavity aftei: a.Viwvkia'Nii^iajt. 
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Fig. 17. Fto. 18. 




Bow ftre the bTanched dilators used? 

. introduced in the Hihotumy 



Simon's posi 
Simon's speculum, owing to the advantiges of e. 
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ing counter-pressure on the fundus. The vagina is thoroughly 
cleansed with 1 : 1000 bichloride-of-mercury solution. The cervix 
is drawn down and the blades introduced up to the shank. Dila- 
tation is made gradually by means of the screw, so as to enable the 
muscular fibres of the cervix to yield instead of rupturing. The 
blades may be separated 1 or li inches. Anaesthesia should always 
be employed for complete dilatation, and subsequent treatment 
should be as described above for the graduated sounds. 

DILATABLE TUBES, 

Describe Barnes's bags. 

These are small rubber bags of various sizes, provided with 
a rubber tube. On one side of the bag is a small pocket for the 
end of the bougie, by means of which it is introduced into the 
cervix. They are inserted empty, under the usual antiseptic pre- 
cautions, by sight with a speculum or by touch. They are then 
injected slowly with air or warm water by means of a Davidson 
syringe. 

What is another good dilator of this variety ? 

The Allen's surgical pump, which is provided with india-rubber 
bags similar to Bames*s, and expanded with air or water by means 
of the pump. 

Under what conditions are these elastic dilators most useful? 

(1) In a pregnant uterus ; (2) intra-uterine growths with pat- 
ulous OS. 

What are the dangers firom the nse of dilators? 

(1) Lacerations of the cervix ; (2) endometritis ; (3) salpingo- 
oophoritis ; (4) sepsis. 

THE CURETTE AS A Dl AGNOSTIC AGENT 

What are the two forms of the curette? 
The sharp and the dull. 

Which of these is nsed in diagnosis? 
The dull curette. 
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it. 

ists tif a. Miiiooth wire loop 'ill the end of a flexible 

Fki. 19. 



shaft (Figs. IM and 20), and ie made in three ai 
Fio. 20. 



What can be ascertained b? its use ? 

(1) The eharacter of the content!! of the uterus and the condi- 
tion of the endometrium ; (2) the cause of persistent hemorrhage 
or profuse leucorrhoeal discharge. It scrapes away fungous growths 
from the mucous memhrane, and removes sloughing masses in 
malignant disease and retained sec undines after abortions. 

How is it employed? 

The patient is placed in the Sim.') or the dorsal position (the latter 
is somewhat the better, owing to the advantage of exerting counter- 
pressure over the fundus). A Sims or Simon speculum is intro- 
duced ; the cervix is grasped by its anterior lips with a pair of bul- 
let or volsellum forceps, and drawn down. The cervix and vagina 
are thoroughly irrigated and swabbed out with I : 1000 biehloride-of- 
mercury solution. Dilatation of the cervix may be required. The 
direction of the uterine canal having been previously ascerlained, 
the curvature of the curette is made to correspond. Tt is then in- 
troduced into the fundus as a sound with the right band, the left 
exerting counter-pressnrc over the fundus. 
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The anterior v&ll is now gently scraped down uiid the curette 
removed, bringing with it anj uterine fungosities or other matter 
that may be present. It should be ritised off in 1 : 20 carbolic- 
acid solution before being reintroduced. For diagnostic purpOBes 
this will suffice, but for a curative effect the whole lining mem- 
brane must be scraped down until it becomes smooth. The uterine 
cavity is then thoroughly irrigated with several quarts of hot 1; : 100 
carbolic-acid solution by means of a double-ourrent catheter. 
When the hemorrhage followitig curetting is severe, gij or giij of 
tr. iodi may be added to the hot WBt«r. The vagina is then dried, 
and the endometrium painted nith pure carbolic acid or iodized 
phenol : 

^. Tr. iod., gr. xl ; 

Pure carbolic ae., Jj. 

An iodoform gauze tampon is placed over the cervix, the voUel- 
Inni and speculum are removed, and the patient is put to bed for at 
least twenty-four to forty-eight hours. 

Thorough antiseptic precautions must be preserved with regard 
to the hands and instruments throughout a curetting. An anes- 
thetic should be admistered when practicable, particularly if a 
sharp curette is employed. 

Wbat other forms of curettes are in use ? 

Martin's (Fig. 21), shaped like the original Recaraier, but having 



a dull edge ; Simon's spoon ; Sims's and Emmet's sharp curettes, 

What are contraJudications of curetting 7 

(1) Suspicion of pregnancy ; (2) evidences of recent exudation 
about the uterus ; (3) tenderness in the fornices. 

What are the dangers of curetting ? 

(1) Sepsis, causing inflammation of the uterus, appendages, or 
peritoneum ; 

(2} Hemorrhage ; 
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(3) Cu retting 
is likely to causi 



eith coexisting tubal disease, such a 
rupture. 



pyosalpim, 



Describe tlie Bozeman-Fritsch double -current uterine catheter. 

This consists of two tubes— one enclosing the other at its ex- 
tremity, where it is curved to conform to the uterine cavity. The 
outer tube is 'provided with a fenestrum on either side, and a third 
opening gn its convex aspect about three inches from the end. 

Fio. 22. 




The fluid flows in by the small tube through the large Fenestrum, 
irrigating the uterine cavity ; passes back through the large fenes- 
trum, and out at the smaller opening. The latter lies outside of 
the externa) os. 



EXTERNAL ORGANS OF GENERATION. 

ANATOMY. 
Wh&t are the external organs of generation ? 

The external genitals, also called vulva and pudendum, include 
that portion of the genittil tract which is visible when the subject 
lies upon her back with the knees drawn up and abducted and the 
labia majora separated. They are as follows : 



(1) Mons 
(2j Labia majors 
.3) Labia minora 
Clitoris; 

Vestibule ; 
(tJ) Meatus urina 



S 



(7) Fourchette; 

(8) Fossa naviculars ; 

(9) Ostium vaginre and vagina; 

(10) Bulbs of the vagina; 

(11) Bartholin's glands. 
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The hymen is sometimes included nitli these, but reaUy aepurates 
tbe external genitals from tbe VBgiutL. 

The halbs of the vagina and BaHhotiiis glandi are atructurea 
regarded as common to the vulva and vagina. 

The monn venerU is a triangular cushion of skin and adipose 
tissue situated in front of the symphysis pubis, and it is covered 
after puberty with a thick growth of coarse, curly hair, usually a 
few shades darker than the hair of the head. It is bounded above 
by a slight groove at the lower limit of the hypogastriuni, and 
below becomes oontinuous with the labia majora. The oollection 
of fat is supported by connective tissue ; the skin is thick and con- 
tains numerous subaceous and sweat glands. 

The labia majora are two thick folds of integument, enclosing 
fat, connective tissue, and blood-vessels, which estend from the 
lower part of the mons veneris (anterior commissure) downward 
and backward, uniting witli each other in the posterior commis- 
sure about an inch in front of the anus. Each has an inner and 
outer surface, the latter after puberty being covered with hair, and 
they are rich in sebaceous and sweat glands. The inner surface 
resembles mucous membrane, but contains a few hair-folliclea. 

The elastic tissue of each labium is arranged in the form of a 
sac, with its neck at the external inguinal ring, and here are some- 
times found the remains of the canal of Nuck, a proceHs of peri- 
toneum prolonged upon the round ligament When this is pervious 
it may he the seat of a labial hernia. The terminal bbics of the 
round -ligament are also found in this portion Normally, in the 
adult the labia are full and rounded and he in contait with each 
other. In old age they become atrophied and separable, allowing 
the labia minora to protrude. 

The arterial supply is derived from the superficial perineal branch 
of iJie internal pudic and superficial pudic. The veins begin in a 
rich subcutaneous plexus and unite with the vaginal bulbs. They 
accompany the arteries. The nerves are derived from the superficial 
perineal branch of tbe pudic and the inferior branch of the small 
sciatic. The lymphatics enter the inguinal glands. 

Describe the labia minora, or nymplue. 

These are two muco-cutaneous folds situated between the labia 
majora. They begin anteriorly below the anterior commissure in 
two divisions. The upper divisions, or roots, unite with each other 
above the clitoris, forming its prepuce, tW Vi'^e,\ 4LviS.'ivsv»> 'i^iaot 
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below to form its frfeDulum. Each labium descends a,1ung the base 
of the inner aurfaue of the la,bia majora., with whiuh it blends in 
the middle third. In the virgin they are completely hidden by 
the labia majora and are of a pinkish-red color. In appearance 
thej resemble a cook's comb. They may be continued into the 
fourchette. The nerve- and blood-supply is the same as for the 
labia majora. They contain numerous sebaceous and sweat glands. 

Deaciibe the clitoris. 

The clitoris is a curved oblong body, the analogue of the male 
penis, situated below the anterior commissure. It consists of the 
glans, the body, and two crura. The glans is a mass of erectile 
tissue of the size of a small pea, covered by mucous membrane rich 
in nerve-supply. It is concealed by the prepuce, and is only seen 
when the labia minora are widely separated. The vessels of the glans 
are connected with those of the pars intermedia of the bulb. The 
body, which seldom exceeds an inch in length, curves upward and 
backward t<i the anterior edge of the arch of the pubis, where it 
divides into two crura. It consists of spongy erectile tissue enclosed 
in a dense capsule. The two crura curve downward along the pubie 
rami, to the anterior and inner surface of which they are firmly, 
attached. These are also formed of spongy tissue enclosed in a 
capsule. The slender erector clitoridis muscles estend along their 
inner sides. The arterial supply is derived from the two terminal 
branches of the internal pudlc. The dorsal vein returns the blood 
and joins the vesical plexus. The nerve-supply is very abundant, 
derived from the sympathetic system and from a branch of the 
pudic nerve. The lymphatics form a plexus around the clitoris, 
and terminate in the inguinal glands. 

Describe Oie yeatibnle. 

This is a triangular area with its apex immediately below the 
clitoris, its base formed by the upper margin of the vaginal orifice, 
and its sides formed by the bases of the labia minora. It is covered 
by mucous membrane, beneath which is a dense plesus of veins, 
the pars intermedia. It contains the orifice of the urethra at its 
base, and five or six depressions or crypts of variable size, the 
glaadulsB vestibulie minores. 

Describe the bnlbs of the vagina ibulbi vestibuli). 

The Vitfiiual biillis are two oblong leech-shaped masses of veins 
situated on either tiide of the vestibule and extending two-thirds 
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down the sides of the vaginal orifice. They measure, when dis- 
tended, about 1 inch. Anteriorly they are covered partly by the 
bulbi cavernosi muscles; internally they are in contact with the 
mucous membrane of the vagina ; and posteriorly they rest upon 
the triangular ligament. Their vessels communicate anteriorly 
with each other through those of the pars intermedia. The arterial 
supply is derived from the internal pudic. The nerves come from 
the sympathetic. 

What is the fourchette ? 

This is a fold of skin formed by the junction of the labia majora 
posteriorly. It is the posterior commissure, and is best seen when 
the labia are widely separated. 

What is the fossa navicularis? 

When the labia are artificially separated a depression exists 
anterior to the fourchette. Its anterior margin is formed by the 
ostium vaginae and the lower edge of the hymen. 

Describe the vulvo-vaginal or Bartholin glands (analogues of 
Gowper's glands in the male). 

They are two compound racemose glands which range in size 

from a bean to an almond, situated on either side of the vaginal 

orifice just below the ends of the bulbs of the vagina. They lie 

behind the anterior layer of the triangular ligament, beneath the 

superficial perineal fascia, and in front of the transversus perinei 

muscles. Each has a long duct, the orifice of which can be seen 

just external to the base of the hymen and internal to the labia 

minora in the fossa navicularis. They secrete a tenacious mucus 

which lubricates the parts and which is much increased by coition. 

Describe the hymen. 

The hymen is a crescentic fold of mucous membrane, containing 
connective tissue, blood-vessels, and nerves, which surrounds the 
orifice of the vagina. It is said to be an infolding of the entire 
vaginal wall, and to disappear completely at parturition (Budin) 
by being unfolded. There are other shapes aside from the crescen- 
tic — {. e. annular, with a central opening ; perforated, with several 
small holes ; cribriform, or it may be fimbriated at its edges. 

The imperforate hymen is a pathological condition. Carunculae 
myrtiformes were supposed to be remains of the hymen after labor, 
but are really tags of tissue resulting from tears ^\v<i ^\wv.^^'%» 'CiS. 
the mucous membrane during clii\db\Tl\i. 
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Describe the vagina. 

The vagina in a musculo-niembranouH canal connecting the ute- 
rus with the vulva, situated between the bladder and urethra in 
front and the rectum and perineal body behind. Its walls lie nor- 
mally in contact with each other an tero -posteriorly. The anterior 
wall meastiTea 2 to 2} inches, the posterior 3 to Si, owing to its 
higher attachment to ihe cervix. Its luraen increases from below 
upward, so that when distended it takes the shape of an inverted 
truncated cone. Above it completely surrounds the cervix, and 
below it is attached to the pubis rami. The walls are composed 
of three ooats from within outward — mucous membrane, muscular 
and connective tissues. The mucous membrane is thrown into folds 
or rugae, most marked below. The median longitudinal ridges on 
the anterior and posterior walls are called the columns of the vagina. 
Transverse folds extend from these. The epithelium is of the squa- 
mous variety. The muscular coat is composed of two sets of fibres 
— a oiraular and a. longitudinal, the latter being external. The con- 
nective-tissue coat serves to connect the vagina with the adjacent 
organs and to support a pleius of veins. 

Vascular Supply. — The arteries are derived from the vaginal 
branches of the anterior division of the internal iliac, from the 
uterine above and pudendal below, — all anastomosing freely with 
each other. The veijis are derived from two plesuses, one internal 
beneath the mucous membrane, and one in the connective tissue. 
These communicate with the pudendal and hemorrhoidal plexus 
below and the plexuses of the broad ligaments above. All the 
veins are without valves. The nerve-sappli/ is derived from the 
inferior hypogastric plexus of the sympathetic and fourth sacral 
and pudic nerve. LympJiatice enter the inguinal glands below and 
the internal iliac above. 

What are the relations of the vagina ? 

Anteriorly the vagina is in contact with the bladder at its upper 
half, and is intimately connected to the urethra throughout its 
lower half. Posteriorly it is in contact with the rectum at its mid- 
dle third, being separated from the latter above by the pouch of 
Douglas and below by the perineal body. Laterally the levator 
ani muscles are attached t<i it. 

The anterior fornix is 1 1 inches from the vesi co-uterine perito- 
neal fold. The posterior fornix lies in contact with the cul-de-sac 
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of Douglas, and the lateral fornices are in relation to the bases of 
the broad ligaments. 

DISEASES OP THE- VULVA. 

What may be included under this term? 

I. Malformations; 
II. Tumors and new growths ; 
III. Inflammations. 

MALFORMATIONS. 

Name and describe malformations of the vulva. 

(1) Hypertrophy of the labia majora and minora (the latter called 
the Hottentot apron). The causes are syphilis, elephantiasis, inflam- 
matory hypertrophy, masturbation. It is usually seen in tropical 
climates. The treatment is surgical when required. 

(2) Hypertrophy of the clitoris. Due to above causes ; it is 
most frequently seen in prostitutes. The treatment is surgical. 

(3) Atrophy or absence of the organs of the vulva is either con- 
genital or senile. There is no treatment. 

(4) Hypospadias is absence of the posterior urethral wall. 

(5) In epispadias the anterior wall of the urethra and usually 
of the bladder is defective. 

(6) Hermaphroditism. 

TUMORS AND NEW GROWTHS. 

What tumors and neoplasms may be met with in the vulvar 
region? 

Condylomata acuminata (gonorrhoeal, warty) ; 

Condylomata lata (syphilitic) ; 

Simple papillomata ; 

Vulvar cysts (rare) ; 

Vulvar hernia ; 

Vulvar phlebectasia or varicocele ; 

Vulvar haematoeele and pudendal hemorrhage ; 

Labial abscess ; 

(Edema labiorum ; 

Abscess and cysts of vulvo-vaginal glands ; 

Hydrocele of the round ligament \ 
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Elephantiasis yuItec ; 

Fibroma, 

Lipoma, 

Carcinoma, 

Sarcoma, 

LupuB, 

Myxoma, 

Osteoma, 

Encliondromi 

Neil mill a, 

Describe condylomata acuminata. 

rhesc ai'G also known as pointed condylomata and gonorrhccal 
warta. They are warty excrescences found on the inner surfaces 
of the labia majora and minora aud ou the posterior commissure, 
due to goiiorrh<eal or other irritating discharges. They are always 
multiple, of a grayish color, and are divided on the summit with 
pointed lobules. The treatment is removal with knife or aoisaora 
ind cauterization with nitrate of silver. 

Describe the condylomata lata. 

These are flat, broad excrescences found mostly on the inner 
:ides of the labia majora and around the anus, and are usually 
covered by a grayish secretion. The treiilment ia antiayphilitic, 
touching with nitric acid and dusting with calomel powder. 

Describe simple papilloma or wart. 
This is rare on the YuWa. 
Trea/meiif. — Removal with nitric acid or the knife. 



Describe vulvar cysts. 

These rare nfiectiona are di 
glands of the vulva. They a 

Trealment is excision. 
Describe vulvar hernia. 

This is a rare condition. 

■ Xuck." It ia caused by' 
loms. — Correspond lo those 
majora, impulse on coughing, tympanitic pcrci 
sist of gut, omentum, bladder, ovary, or whole _^ 

entiatlon from vulvar hematocele, hydrocele of the cord, phlegmoi 



I to occlusion of one or more of the 
! usually small and cause no symp- 



to" by a pervious "oanal 

exertion, strains, etc. Symp- 

Swelling of the labia 

may eon- 
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ous vulvitis, cysts, and abscess of Bartholin's glands. Treatment. — 
Reduction by taxis when possible, and application of a truss ; 
otherwise operative. 

Describe vulvar varicocele. 

This is commonly seen in pregnancy, and consists of a dilatation 
of the vulvar veins. The dilatation may b^ permanent and give 
rise to great swelling. 

Causes, — Pregnancy, tumors, obstinate constipation with strain- 
ing at stool. Symptoms. — Discomfort from the swelling. The 
latter is irregular in outline, soft and compressible, more prominent 
when the patient is standing. Danger. — Rupture of the veins. 
Treatment. — Very little can be done. Pressure with a T-bandage 
may be beneficial. Keep the bowels regulated. 

Describe vulvar hsematocele. 

This is a tumor formed by efiiised coagulated blood in the tissues 
of the labium or areolar tissue around the vagina, due to rupture of 
the bulbs of the vestibule. Causes. — Predisposed by pregnancy, 
tumors, varicocele, and labor. Exciting causes are muscular exer- 
tions, blows on the labium, and punctures. Symptoms. — Sense 
of discomfort, pain, and throbbing. If the effusion reaches the 
urethra, there will be obstruction to urination. It is first soft, 
then hard. 

Prognosis. — If small, there will be spontaneous absorption ; if 
large, it may result in hemorrhage or suppuration, especially when 
the haematocele occurs in pregnancy. 

Differentiation from labial abscess, phlegmonous vulvitis, puden- 
dal hernia, suppurative bartholinitis, oedema labiorum. Treatment. — 
During the effusion cold, and pressure later ; if small, lead-and-opium 
wash applied locally. If too large to absorb or if it obstructs 
labor, open and evacuate it. If suppuration takes place, evacuate 
and pack with iodoform gauze or wash with 1 : 1000 bichloride-of- 
mercury solution, and apply acetate-of-aluminum dressing. 

Describe vulvar hemorrhage. 

It is due to the above predisposing and exciting causes. T^-eat- 
ment. — If due to ruptured vulvar hematocele, open, turn out clots, 
and pack tightly ; apply T-bandage. If due to rupture of a small 
vessel, ligate. 

What is (Bdema labiorum? 

Swelling of the labia is most common in pregnancy. It is also 
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due to cardiac, rena!, and liver diseases, cancer of uterus, wastii^ 
diaeaaCB, fibroids, and ovarian tumors. Treafmcnl directed to cause ; 
puncture if necessary, recumbent position, T-bandage. 

Describe abscess of labium. (See Phi.eomonou8 VuLvma.) 
Describe cysts and abscess of Tnlvo-Taginal or BartliDliii's glands. 

Cysls are due to occlusion of the duct from inflammation, either 
of ample or guiiorrhtcal origin. TLere may be distension of the 
duct alone, forming an oblong swelling, or of the gland itself. The 
causes of abscesses are much the same as vulvitis, which they 
frequently complicate. Gonorrhtea ia the moat common cause. 
Symptoms.— Pa.\n on pressure, beat, and pruritus. The mouth of 
the duct is reddened, and remains always of a deeper hue than the 
surrounding inflamed raucous membrane. The swelling may reach 
the size of a hen's egg. It is first hard, then fluctuating. 

Differentiation from cysts, phlegmonous vulvitis, labial abscess, 
and vulvar hernia. 



Abeces) : 
Signs of inflammation. 
Tenderness on pressure. 



Ci/sfs : 
No signs of inflammation. 
Movable round mass, not tender 



Abscess : 
Circumscribed. 



Cyst or Abtcen ; 



PhlegmoRoits Inflammation : 
Non-circ um seri bed . 



Hernia 
History. 

Impulse on coughing. 
Reducible. 

Tympanitic percussion. 
No signs of inflammation unless 
strangulated. 

Treatment of Vulvo-vaginal Cyst. — Cut down, remove an ellipti- 
cal portion of cyst-wall, pack with Iodoform gauze, and allow to 
heal by granulation ; or, cut down carefully to the cyst-wall and 
dissect out the whole sac-, then bring the edges of the wound 
together with catgut and dress antiseptically. 

Trealmenl of Vulrn-vtiyiiial Abgcess. — Apply soothing lotions u 



No impulse on coughing. 
Not reducible. 
Dull percussion. 
Abscess shows signs of inflam- 
mation. 



B detected ; then make 
ftbaceas on the inner aide of the labi 



[i from top to bottom of the 
Curette out the cavity 
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thoroughly with a sharp curette. Irrigate with 1 : 1000 bichloride- 
of-mercury solution, pack with iodoform gauze, and dress antisep- 
tically. 

Describe hydrocele of the cord. 

This is very rare, and is caused by fluid collecting in the process 
of peritoneum surrounding the round ligament when pervious 
(canal of Nuck.) It appears gradually, is painless, and sometimes 
communicates with the peritoneal cavity. It is fluctuating and 
translucent, and is to be differentiated from hernia and abscess. 

Treatment is by aspiration or injections of iodine. 

Describe elephantiasis vulvae. 

This usually involves the labia majora and minora, and consists 
of a connective-tissue hyperplasia. The growth often attains an 
excessive size. 

ThrecUmerU is surgical. 

INFLAMMATIONS. 

What six forms of vulvitis are described? 

(1) Simple catarrhal vulvitis, acute and chronic; (2) gonor- 
rhceal vulvitis; (3) follicular vulvitis; (4) diphtheritic vulvitis; 
(5) phlegmonous vulvitis ; (6) gangrenous vulvitis. 

Describe simple acute catarrhal vulvitis. 

The causes are (1) irritating discharges from the vagina and 
cervix ; (2) injury, or friction from exercise ; (3) uncleanliness ; 
(4) excessive coitus ; (5) parasites, pediculi and ascarides ; (6) dia- 
betes ; (7) pregnancy : (8) foreign bodies ; (9) acute exanthemata ; 
(10) strumous diathesis. 

The symptoms may be general malaise and mild fever. The local 
signs are heat, redness, swelling, pruritus ; the mucous membrane 
is at first t«nse and shiny, later it becomes covered with a glairy 
excoriating secretion. The inflammation may extend to the urethra 
and around the anus and nates. 

TVeatment. — Remove the cause. If parasitic, use unguentum 
hydrarg. ; infusion of quassia, ^ij-Oj, for ascarides. If due to dis- 
charges from the vagina and cervix, remove these by hot vaginal 
douches containing a little alum and zinc sulphate. Always ex- 
amine for sugar in the urine, and if it is found treat general system 
with opium or codeine, etc., and apply a solution of sodium hyi^o- 
sulphite, Sss-Oj, to prevent fermenlal\ou q? \)clq ^^<i^^\\w.^ n^xnkvr. 
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on the vulva. When the inflammation 

&nd-opiuin wash and enjoin rest in bed and hot 

in the disease applications of nitrate of silver, gr. sx— ^, can be 

made every two days. 

Describe simple chronic catarrhal TUlvitis. 

This is the muiit common form in children. 

Cai(«e«.~-8trumous diathesis, ascarides, continuation from aonte 
vulvitis. 

Synp/omg. — Pruritus, burning micturition, discomfort in walk- 
ing, discharge from vulva. 

Treatment. — Tone up the general system by tonics ; locally, lead- 
and-opium wash can be applied first, followed later by nitrate of 
silver, gr. sx-Jj, and boric-acid powder. 

Describe gonorrhoea! or purolent vulvitis. 

The caime is specific infection, due to ihe gonococcus of NeJsaer. 

The g^mulom* are its sudden onset, pain, heat, redness, and 
swelling, followed rapidly by a profuse purulent, offensive escori- 
ating disoharge. It is frequently conipticated by urethritis, barthol- 
initis, and vaginitis. Labial abscess is a common complication. 
The pus infects any mucous membranne with which it is brought 
in conlact. The orifices of Bartholin's glands are reddened. 



Differen Hation . — 






Simple Vulvitis: 


More severe. 


LesB severe onset. 


More fever, pain, and (edema. 


Less fever, pain, and oedema. 


Urethra and vagina often in- 


Urethra and vagina not compli- 


volved. 


cated. 


Gonococci. 


No gonococci in discharges. 


Gonorrhoeal warts. 




GonorrhcGsl rheumalism. 




Bartholin's glands and ducts in- 


Bartholin's glands and ducts not 


flamed. 


usually affected. 



Trfilmenf. — Hot sitz-hatlis ; rest in bed ; bowels moved. I/ical ; 
Irrigation with bichloride ; paint with nitrate of silver, gr. sx-Jj ; 
powder with bismuth, calomel, or iodoform, and separate labia with 
a little lint. 
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Describe follicular vulvitis. 

It occurs only in adults. 

The causes are uncleanliness, pregnancy, vaginitis, eruptive dis- 
eases, excessive venery. 

The symptoms are increased secretion, burning and itching, heat, 
and soreness between the labia. The mucous membrane is red, 
elevated in patches ; lips swollen ; villi which bleed easily ; or there 
may be little red prominences which break down, discharge, and 
leave little ulcerated points. 

^ea^Twcn^.-— Cleanliness, lead-and-opium wash, nitrate of silver, 
gr. x-5j, bismuth. 

Describe diphtheritic vulvitis. 

This is really diphtheria of the vulva, and a complication of the 
general disease. The patches of false membrane are like those 
found in the throat, and resemble wash-leather. 

Treatment — General : for diphtheria. Local : antiseptic. 

Describe phlegmonous vulvitis. 

Causes, — Traumatism, chancroidal ulcers, irritating discharges, 
furuncles, acute exanthemata. 

Symptoms. — Heat, pain, swelling, redness, induration, suppura- 
tion. 



Differentiation, — 

Phlegmonous Vulvitis: 
Signs of inflammation. 

Dulness on percussion. 
No impulse on coughing. 
Not reducible. 
History. 

Phlegmonous Vulvitis: 

More gradual onset. 

First hard, then soft. 

Not frequent during pregnancy 
and parturition. 

Not preceded, as a rule, by vari- 
cose veins. 



Pudendal Hernia : 

No inflammation, unless strangu- 
lated. 
Tympanitic. 
Impulse on coughing. 
Reducible. 
History. 

Vulvar Hematocele : 

Sudden onset. 

First soft, then hard. 

More frequent during pregnancy 

and parturition. 
Preceded by varicose veins. 



OF THE VULVA. 

Phhgmonoiit VdJbUU : Hydrocele of the Cord : 

Signs of inflammation. No inflammation. 

Opaque Translucent. 

May communicate with abdom- 
inal cavity. 

Phlegmonous Vidviti* : Abscess of BarthoUtt'» Glands: 

Not ciroum scribed. Circumscribed. 



Describe gangrenous vnlvitiB. 

Usually indieatea a low vitality of the system. It ia sometimes 
a complication of pregnancy, puerperal septicemia, severe cases of 
scarlet fever, measles, and continued fevers. 

Symptoms. — Severe constitutional disturbance, labia dark-colored 
and swollen. A patch of purplish bue becomes indurated at edges 
and ulcerates. The gangrenous process spreads, and discharges 
a fcetid, ichorous fluid. 

J^eatiiienC. — Tonics. Local; Antiseptics and cauterizing witb 
nitrate of silver or actual cautery. 

Wbat is the most common of the eruptive diseases that may 
appear on the vulva? 
Eczema, 

Glive the etiology, symptoms, and treatment of eczema vnlvs. 

It is most common near tbe climacteric and in fleshy women. 
By far the most common cause is diabetes, from the fermentation 
of the saccharine urine. Other causes are irritating discharges, 
scratching from pruritus vulvae. There is a predisposition if a 
a gouty or rheumatic diathesis exists. 

Si/mpfoms and Appearances. — It usually begins on tbe inner sur- 
faces of the labia in the shape of small vesicles and abrasions. 
These extend to the other parts of the vulva. Intense pruritus is 
a prominent symptom. Later there are redness, heat, and numer- 
ous little vesicles rupture and discharge a serous, sticky fluid. 
Finally, the labia become dry, hard, fissured, and swollen, covered 
with crusts and scales ; the mucous membrane is white and sodden, 
especially at the anterior commissure. 

Treatment. — If due to diabetes, frequent applications of a eolu- 
tion of hyp08ulphit« of soda, 5*^0)' '*'!' relieve the pruritus 
and allay thB inflammation. Give codeine, gr. J, (. i. rf., internally. 
If due to other causes, lead-and-opium wash in the acute stage is 
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good. In the chronic form an ointment of 8 per cent, ichthyol in 
lanoline is highly recommended, or 5 per cent, creolin emulsion. 

What ulceratiq»s may be met with in the vulva? 

Hard and soft chancres, non-specific ulcerations, sometimes in 
childbed and prostitutes, forming small sensitive sores around the 
entrance of the vagina and hymen. 

CUTANEOUS AFFECTIONS OF THE VULVA. 

What forms of skin diseases may affect the vulva ? 

Alopecia, herpes labialis, prurigo, acne, simple erythema, ery- 
sipelas, pityriasis versicolor, scabies, pediculus pubis. 

What two forms of parasites may be found on the vulva? 

Scabies (rare), pediculi pubis (common). 
Give etiology, symptoms, and treatment of scabies. 

Due to the presence of the acarus scabei. This is rarely found 
on the vulva, but may complicate the geneml infection. 

Symptoms. — Intense pruritus ; the presence of the burrows on 
the vulva, with others on the hand and between the fingers, will 
lead to the diagnosis. 

IVeatment — Sulphur ointment, gr. xx-gj, or combined with bal- 
sam of Peru. 

Give the etiology, symptoms, and treatment of pediculi pubis. 

This is due to the presence of the pediculi pubis, or crab-louse, 
under the skin. It is conveyed by direct infection nearly always. 

Symptoms. — Intense itching; presence of small red spots, in 
which the parasite can be seen with its ova and excrement. The 
eruption resembles eczema. 

Treatment. — It is well to begin the treatment of most eruptions 
on the vulva with a 5 per cent, solution of carbolic acid as a lotion. 
Mercurial ointment and the tincture of delphinium will destroy the 
parasites. 

NERVOUS AFFECTION OF THE VULVA. 

Describe pruritus vulvae. 

Pruritus vulvae is an intense itching and burning of the vulva. 
It is a common symptom of a large number of the eruptive and 
inflammatory diseases just considered, but the symptom may exist 
without any apparent anatomical lesion. 
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What are tlie causes? 

(1) IiTitating discharges; («) Urine; (t) vaginal ; (c) uterine; 
(d) urethral ; (e) from the Tulvo-vaginal glands and from Skene's 

(2) Diabetic urine ; 

(3) Eruptions; 

(4) Masturbation ; 

(5) Unclean linesa ; 

(6) Neurotic influencea, met with most commonly during preg- 
nancy ; 

(7) Parasites ; 

(8) Ascaridea ; 

(9) Vegetable parasites : 

(10) Anything giving rise to a congeation may cause pruritus : 

(a) Pregnancy ; 

(6) Tumors ; 

(c) Menopause ; 

(i/) Carcinonft uteri. 
Si/mptoms. — Intense itching on the surface of the vulva, at first 
localized over a limited area, the anterior commissure, inner sides 
of labia majora and nymphs, later extending to all tbe externnl 
organs. The sensation is not generally constant, escept after the 
menopause, being brought on or increased in severity by exercise 
or coitus. It may only appear at night or early in the morning, 
and is usually much increased by the warmth of bed-clothes. In 
young women the symptom is generally intermittent; after the 
menopause it becomes more intractable and constant. 

Treatment. — Directed to the cause. If of parasitic origin, re- 
moval. If diabetic urine, hyposulphite of soda locally, ^sa-Qj, and 
codeine or salicylate of soda internally. If due to irritating dis- 
charges, these must be treated, A plug of dry borated cotton 
pushed into tbe vagina, to prevent the contact of a discharge, will 
often afford great relief. Build up the system ; regulate diet if 
there is a gouty dintbesis ; frequent hot sitz-hatbs ; 2-B per cent, 
carbolic solution applied locally ; 4 per cent, cocaine solution ; nitrate 
of silver ; boric-acid dusting powder. 



B. Acidi aoetici, 
Glycerini, 
8ig. Apply locally. 
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Wliat is hyperesthesia vulvae? 

(This condition was first described by Thomas). It consists of 
an excessive sensibility of the nerves supplying some portions of 
the vulva — labia majora, minora, vestibule, or urethra. It is not 
very frequent. 

Give its etiology, symptoms, and treatment. 

It occurs most commonly about the menopause, and is predis- 
posed by an hysterical state. Chronic vulvitis and irritable urethral 
caruncles may be exciting causes. Often no cause can be found. 

Symptoms. — Dyspareunia, or painful intercourse, is usually the 
most prominent symptom, sometimes pain in walking or on bathing 
the parts. The general health may suffer, and a state of melan- 
cholia may be developed. 

7Vca<m67i^.-^Change of scene unsatisfactory, better separation 
from husband, tonics, bromides. Locally: Carbolic acid, 3 per 
cent. ; cocaine, cyanide of potash (with caution). 

Define vaginismus. 

Vaginismus is an intense hyperaesthesia of the vulvar outlet 
and spasm of the constrictor vaginae muscle, brought about by 
attempted coitus. The spasm may become general. 

What are its causes ? 

It may be due to some pathological lesion of the vulvar outlet 
or hymen, to disease of the uterus, ovaries, or tubes, or it may be 
purely nervous, or it may be caused by a rigid hymen, small vul- 
var orifice, or by the vulva being placed too high under the sym- 
physis. Sometimes tender spots are found on the hymen, due to 
inflammation of the papillae. In nervous women inability of the 
male to perform the sex-ual act is sometimes the cause. 

What are its ssrmptoms ? 

Excessive pain and muscular spasm around the vulva, induced 
by attempted coition or any endeavor to pass the vulvar opening. 

What is the treatment? 

Excising the hymen and uniting the edges to prevent granula- 
tion, afterward inserting a glass plug; forcible dilatation under 
anaesthetics and introduction of glass plug ; local applications of 
cocaine, nitrate of silver, tr. iodine, hot douches, and sitz-baths. If 
due to diseases of uterus, rectum, etc., treat tliei^^. 
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IRRITABLE URETHRAL OARUNOLB. 
Give its pathology, etiology, sjrmptoma, and treatment. 

/"ortofo^^,— Urethral caruni^lHs appear lis bright-red vascular 
tumors projecting from the meatus or extending up into the urethra. 
They are exceedingly painful to the touch and bleed easily. They 
consist or hypertrophied papillee and areolar tissues. They are 
very richly supplied with blood-vessels and nerves. They may be 
single or mttltiple, sesBile or pedunculated. 

Etiology. — The caxme is unknown. They occur in young and old 
alike ; often follow acute urethritis or chronic gonorrhceal urethritis ; 
a.y be due to a pathological state of the urine. 

Symptoms. — Severe pain on urination may be accompanied by 
spasm of muscles of vulva and sphincter ani ; pain on coition and 
walking; the constitution may run down. Excessivety painful to 
the touch. 

Dtfferentiatioit from prolapse of urethral mucous membrane, 
polypi, and venereal warts. 

Treatment. — Ligate and remove with knife. Prognosis is good 
if single, worse if multiple. Cauterizing may be employed, pre- 
ceded by dilatation of the meatus under anrasthesia. 

COOCfYGODYNIA OR OOOOYODYNIA. 
Describe coccygodynia or coccyodynia. 

Coccygodynia is a painful affection of the muscles, tendons, and 
nerves of the coccyx, due most frequently to childbirth, but may 
be caused by traumatism, with fracture and fixation of the coccyx 
in an abnormal position, or dislocation. It may be the expression 
of disease in other organs, as the uterus, oyaries, and rectum. It 
may be rheumatic or brought on by exposure to cold, or it may be 
hysterical. There may or may not be disease of the bone. 

SymptoTm. — Pain at the end of the spine, inability to rise from 
sitting posture, due to the stretching of the fascia ; painful defeca- 
tion ; painful coitus ; pain on walking or sitting down. 

Diagnosis. — This is made by placing a finger in the rectum and 
moving the bone, or by pressure on the coccyx from the outside. 

Trealmeiil. — If hysterical or due to disease of other organs, they 
must be treated. If rheumatic or gouty, these conditions must be 
attended to. Counter-irritation by actual cautery or blisters ; eleo- 
tricity. If these fail, operative measures: (1) Separation of the 
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coccyx from tendinous and muscular attachments ; (2) total extir- 
pation. 

PROLAPSUS URBTHB^. 

Describe prolapsus urethr». 

This is a prolapse of the urethral mucous membrane, with pro- 
liferation of the underlying connective tissue ; slight, is common ; 
considerable, is rare. It is met with in old, feeble women and 
young girls before puberty. It appears as a protrusion entirely 
or partially encircling the meatus. After existing some time it 
becomes inflamed and red, bleeding readily. 

For what can this be mistaken? 
Urethral caruncle, polypi, carcinoma. 

How would you differentiate it from irritable urethral caruncle ? 

It entirely encircles the meatus as a rule, while caruncle does 
not. It is less painful ; may be reducible. 

Symptoms, — Painful and frequent micturition. It may give rise 
to urethritis and cystitis. Pruritus may be set up by the dis- 
charge. 

Treatment — K slight, astringents; if severe, anaesthetize the 
patient ; draw down the prolapsed mucous membrane with toothed 
forceps and remove with scissors. Then sew the edges of the 
mucous membrane together ; afterward catheterize the bladder and 
do Emmet's buttonhole operation. Another method is to draw 
down the mucous membrane, ligate, and remove with a knife or 
cautery. 

DISEASES OP THE VAGINA. 

What diseases may be met with in the vagina ? 

Inflammations, cysts, ulcerations, malformations, displacements. 

INFLAMMATIONS OF THE VAGINA. 

Describe vaginitis occurring in children and before puberty. 

May be acute or chronic. Acute (rare), due to injuries and rape 
(gonorrhoeal). Symptoms and treatment are the same as for acute 
vulvitis. Chronic (more common) may continue from acute or 
be caused by dentition, errors of digestion, pin-worms, extension 
from vulvitis. 
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iSffinptoms. — ]jOch] irritatioD, milky diauliarge, unlike ike eecre- 
tioii from the vulva. The vulva is usually reddened and in&amcd. 

Treatment. — Conatitutional tonics. LncttJ : Ckanliiicsa ; irriga- 
tion with 1 ; 1000 hicliloride if gonorrhtcal, or weak biehloridu 
with liine-wat«r. 

What are the varieties of vaginitiB in adults ? 

m Simple catarrhal vaginitis \ , '. 
■^ ( chronic ; 

(2) Gonorrhoeal ; 

(3) Granular, papillary ; 

(4) Ulcerative, adhesive, or senile ; 

(5) Cystic; 

(6) Follicular. 



C/iiisea. — J'rfdinjiosiHi/, anything leading to congestion of the 
partti, diseases of heart, lungs, and liver, abdominal tumors, preg~ 
nancy, menstrual epoch, raenopauae, chronic constipation, etc. Ex~ 
citing, exposure to cold during menstruation : irritating dischargea 
from the cervix ; cancer ; putrid contents of uterus ; sloughing 
placenta or tumors ; abuse of sexual intercourse ; too hot or too 
□old douches ; use of local irritants, iodine, etc. ; foreign bodies, 
sponger, pessaries, etc. ; lacerations and contusion during parturi- 
tion ; acute exanthemata. 

Symptoms and lHaffiiosia. — Burning heat and throbbing in the 
vagina, sometinieB severe pelvic pain of a bearing-down character; 
offensive purulent lencorrheea ; burning and excoriation at the 
vulva ; sensation of weight in the perineum ; frequent micturition. 
The mucous membrane is at first hot, dry, red, and swollen. 
Within twenty-four hours there is an acrid discharge, which 
becomes rapidly purulent and excoriates the vulva. Throufrh 
a speculum the mucous membrane is found red and congested with 
abrasions and ulcerations on the surface. 

OomplicalioM. — Kxtension of the inflammation to adjoining 
organs — uterus, Fallopian tubes, peiitoneum, Bartholin's glauds, 
urethra, bladder, ureters, and kidneys. 

IVeatment. — Put the patient in bed on a low diet. Presoribe 
salines internally, and use opium in alkaline diluents for the bladder. 
Vaginal injections three or four tintes a day of a weak solution of 
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liq. plumbi subacetatis or boric acid in warm water. Boric-acid 
dusting powder on the vulva. Later touch the vagina with nitrate 
of silver, gr. xx-§j, through a speculum. 

Give the etiology, symptoms, and treatment of simple chronic 
catarrhal vaginitis. 

Etiology same as acute. From chronic leucorrhoeal discharges, 
as in phthisis, chlorosis, anaemia. 

Symptoms^ same as acute, but less severe. Difficult to differenti- 
ate from gonorrhoeal : in 90 per cent, gonorrhceal. 

Treatment, — Daily douches of hot water containing alum, sulph. 
3]-Qi, zinc sulph. 33, or boric acid gij-Oj. Touch vagina once in 
three days with nitrate of silver, gr. x-xxx-Jj. 

What are the points in which gonorrhoeal vaginitis differs from 
simple catarrhal? 

(1) Symptoms more severe ; (2) onset more sudden ; (3) greater 
liability to infect other organs, such as urethra, bladder, uterus. 
Fallopian tubes, etc. ; (4) redness and excoriation about orifices 
of Bartholin's glands are more common ; (5) history of infection ; 
(6) gonorrhoeal warts and buboes ; (7) presence of gonococcus of 
Neisser. 

What is the frequency of gonorrhoeal vaginitis as compared with 
other inflammations ? 

Between 80 and 90 per cent, of all cases of vaginitis are prob- 
ably of gonorrhoeal origin. 

Is the vagina as apt to become inflamed as other genital organs ? 

No, because in character its mucous membrane resembles 
the skin. A gonorrhoeal infection will frequently pass directly 
from the vulva and urethra to the cervix uteri without setting up 
a vaginitis. 

What is the treatment of gonorrhoeal vaginitis? 

General treatment is the same as for catarrhal vaginitis. Irri- 
gate vagina thoroughly with 1 : 1000 bichloride of mercury. It 
should be swabbed out through a speculum. To prevent exten- 
tion of the inflammation to the cervix it is well to paint the en- 
dometrium with iodized phenol (iodine gr. xl to carbolic acid ^). 
Then swab out the vagina with nitrate of silver, gr. xx-gj. Pow- 
der the surface well with iodoform. Separate the walls with tam- 
pons soaked in iodoform, glycerin, and chloral solution. 
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What are the great dangers of gonorchoeal vaginitia 7 

(1) Infection of the eiidometriuin ; (2) infection of tLe Fallopiat 
tubes and the formation ot p^osaljiiiix and ovarian abscess; (3) 
pelvic peritonitis. 

What are the cauBos, symptoms, and treatment of granular ragi- 
nitiE? 

Causes.— ~lt may result from eitbcr of the preceding forms, but 
is almost always associated with pregnancy. 

iS^mp(oms.— The subjective Bymptoras are similar to those of 
simple vaginitis. On examination nnmerouH granulations are felt 
scattered over the mucous membrane and cervix. In appearance 
they resemble a raspberry. The granulations are due to a swelling 
of the papillae, either individually or in groups, caused by round* 
cell infiltration. The epithelium on the surface ia shed. 

Trealmenl. — Sulphate-of-copper solution, 10 per cent., applied to 
granulations ; crude pyroligneous acid, pouired into the vagina 
through a Pergusson speculam. 

Describe nlcerative vaginitis. 

The condition is usually met with in women past the menopause, 
and affects chiefly the epithelium. It consists of a shedding of 
the epithelium over papillse, leaving raw, red, angrj-looking patches. 
It usually affects the upper third of the vagina. 

Symptoms. — These are very slight. There may be a little thin 
bloody discharge and severe pain. It tends to form adhesions be- 
tween the vaginal walls and between the vaginal walls and cervix. 

Trealment. — Crude pyroligneous acid poured into the vagina 
through a Fergusaon speculum or bivalve ; the vaginal walls and 
escoriated patches dusted with iodoform, and kept separated by a 
strip of iodoform gauze or a tampon. 
Describe cjrstic vaginitis. 

Cystic vaginitis is a rare condition, the cause of which is un- 
known. It consists of numerous little cysts which contain gas or 
fluid scattered over the vaginal walls. These are produced by a 
swelling of the rugs inl^ folds, adhesion of the edges, and the 
formation of fluid or gas in the interstices. Tbe fluid is clear and 
honey-like. The cysts may be the size of a pea. 
Describe follicular vaginitis. 

Follicular vaginitis is generally of gonorrhoeal origin, and ia due 
to tnflaraniation and occlusion of tbe mouths of the follicles, usually 
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at the upper portion of the vagina. Retention cysts are thus 
formed, and round-cell infiltration takes place in the tissue sur- 
rounding the gland. On digital examination these cystic follicles 
feel like shot under the surface. 

Symptoms. — There is a thick leucorrhoeal discharge. 

Treatment — ^Open each cyst with a knife and touch with nitrate 
of silver. 

VAGINAL OYSTS. 

Define and give the etiology of vaginal cysts. 

These are small cysts which appear on the wall of the vagina, 
usually near the vulva, but they may be seen at the upper portion. 
They are generally due to the collection of fluid in the ducts of 
Gartner where pervious. Gartner's ducts are the horizontal 
tubes of the parovarium which extend toward the uterus and are 
lost upon the anterior vaginal wall. These cysts are usually single, 
and contain a clear, serum-like fluid or a dark, chocolate-colored 
material. Retention cysts are sometimes formed by the enfolding 
and adhesions of the folds of the vagina. 

Differefntiation. — Cysts of Gartner's duct may be mistaken for 
cystocele, urethrocele, and prolapse. 

Symptoms. — Small cysts cause no symptoms. When large they 
press upon neighboring organs. 

!7Vca<mcn<.— Small, none ; large, total extirpation, or excising a 
piece of the sac-wall and sewing the edges to the vaginal wall. 

VAGINAL ULCERS. 

What varieties may be met with ? 

(1) Specific, hard and soft chancres ; 

(2) Non-specific, resulting from one or other of the preceding 
inflammatory conditions. 

MALFORMATIONS OF VAGINA. 

Define atresia and stenosis. 

A complete or partial obstruction in the genital tract. The word 
"atresia" means the state of being imperforate, but is sometimes 
erroneously used in place of stenosis for partial closure. 

Describe the varieties and sites of atresia. 

It is congenital or acquired. In the cox\^<i\v\\al ^qtdcl \3iskfc. ««^^ 
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are the labia minora, hjmen, inner part of vagina, c 

In the aoquired form the sites are the vagina and cervix uteri. 

In the eongeaital form the labia minora are usually incomplete, 
permitting the passage of urine. The hymen is dense and thiok- 

Atresia of Vagina.- — ^The affection is due to atrophy or lack of 
development of the ducts of Miiller. There may be o 
transverse membranes. The vagina may be entirely obliterated or 
replaced by a cord. It may be double, or one tube alone developed. 
Septa may be at any portion, but usually near the uterus. They 
may be single or multiple. 

In the cervix the atresia may be at the oa internum or throughout 
the whole cervical canal. 

WhaX are tbe caosea in the acquired form ? 

(1) Injuries; (2) chemical agents; (3) prolonged labor and 
injuries ; (4) ulaeration and adhesion of surfaces ; (5) adhesive 
vaginitis; (6) gangrene. 

May occur at any time after puberty. 

The symptoms are due to retained menstrual flow and iDt«rfer- 
ence with coition. Therefore there are no symptoms before puberty 
and after the menopause. 

AmenoTrhasa. — There are signs of menstruation, but no flow, and 
at each nucoessive menstrual epoch the symptoms become worse 
and more prolonged, the intervals shorter. There is a sense of 
fulness and bearing down in the pelvis, and cramp-like pain ; 
finally, the retained blood forms a tumor with pressure symptoms 
of the rectum and bladder. 

Wli&t are the physical signs ? 

Inability to introduce the finger into the vagina. Rectal exami- 
nation reveals an absence of the vagina, a fibrous cord, or a tumor 
from llie distension of the vagina with blood. 

Wbat are the results? 

If the atresia is at the hymen or vulva, a very large tumor may 
form. The uterus is generally iinafTected, but may be distended, 
forming a hiematometra. The tubes may )>c filled with blood — heema- 
tj)salpinx. The hymen may rupture and let out the blood, or there 
may be a rupture of the vagina, uterus, or Fallopian tubes, result- 
ing in hsematoeele, peritonitis, and septicemia. 
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If the atresia is nearer the uterus, we get hsematometra and 
haematosalpinx. 

What is the character of the retained hlood? 

Before the menopause it is dark, grumous, and chocolate-colored, 
having a heavy peculiar odor. After the menopause it is clear, 
greenish, and honey-like. 

Differentiation from uterine fibroids, malignant growths, ovarian 
cysts, haematocele, and pregnancy. 

Treatment, Operative. — If the atresia is at the hymen, make a 
crucial incision and evacuate the blood, either slowly or rapidly, 
under strictly antiseptic precautions. Irrigate thoroughly and insert 
a glass plug. If the atresia is higher up, same treatment. If there 
is absence of vagina, but the uterus and ovaries can be palpated, 
make an artificial vagina with a knife and insert a glass plug. 
When the atresia is at the cervix the retained blood should be 
aspirated slowly to prevent rupture of a distended tube. When 
thoroughly evacuated, dilate the cervix and use copious irrigation ; 
insert a glass plug. The irrigations should be frequently repeated. 

DISPLAOBMBNTS OF THE VAGINA. 

What are they ? 

Prolapse, rectocele, cystocele, enterocele. 

Describe prolapse of the vagina. 

When there is a pouching of the relaxed walls of the vagina into 
its own canal, so that it rolls down toward the vulva, the condition 
is known as prolapse. The condition is rare without coincident 
descent of the bladder (cystocele) and rectum (rectocele); owing 
to the attachment of the vagina to these organs. Redundancy of 
the posterior wall without rectocele is more common than of the 
anterior without cystocele. 

Pathology. — Any influence which impairs the tone of the vagi- 
nal walls, such as mhinvolution, or which destroys its lower sup- 
port, as in lacerations of the perineum, will tend to induce this 
affection. It is very rare in women who have not borne children, 
and is frequently associated with uterine prolapse. 

Causes. — Repeated parturitions, rupture of perineum, senile atro- 
phy, subinvolution, violent exertion of abdominal muscles. 

Symptoms. — It may be acute, due to sudden violent exertion, or 
chronic, the result of months or years. It causea a s»e,xv^^ <^^ ^^- 
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comfort in the vagina, bearing-down feeling, sense of heat and 
fulness at the vulva. Tendency to become fatigued. Presence 
of a tumor is felt by exploration. The mucous membrane may be 
normal, dark purple color, eroded, or rosenibling skin. 

TVeatment. — Local astringents on tampons introduced daily in 
the vagina ; pessaries ; abdominal supports ; surgical operations.* 

Define rectocele. 

This is a prolapse of the posterior wall of the vagina, carrying 
with it a portion of the anterior wall of the rectum. It protrudes 
from the vulva and may become quite large. The cuiiseg are the 
same as for prolapse. 

Symptoms. — The rectal pouch becomes filled with impacted 
faeces, is irritated, and gives rise to tenesmus, discbarge, consti- 
pation, hemorrhoids. The finger introduced into the rectum will 
decide the diagnosis. 

Treatmettl.—Sniae as for prolapse. When large, some form of 
posterior colporrhaphy is always performed. 

Define cjrstocele. 

This is a prolapse of the anterior wall, dragging with it the 
closely adherent bladder and urethra. 

Causes. — Same as for prolapse. When the vagina ceases to give 
support to the base of the bladder, to which it is nttachcd, a oysto- 
cele results. 

Symptoms. — Diagnosis can be made by passing a sound into the 
bladder. Cystitis due to fermentation of the urine remaining in 
the pouch ; vesical tenesmus ; burning on urination. It may form 
a tumor of considerable size, protruding through the vulva. 

Treatment. — When large, some form of anterior colporrhaphy ; 
when small, same as for prolapse. A Gehrung pessary will effect- 
ually keep up a prolapsed anterior wall. 

Describe enter ocele. 

This is very rare, and consists in the descent of a portion of 
small intestine into the pelvis, encroaching on the vaginal eanal. 
Usually a deep Douglas cul-de-sac. It may attain considerahle 
MID. It is of particular importance during parturition, when the 
gut may become strangulated. 

* ColporrhaiAicE. {Sre Ptnntnl OperMioM.) 
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THE PERINEAL BODY AND PELVIC FIX)OR. (io 

THE PERINEAL BODY AND PELVIC FLOOR. 
ANATOMY. 
Describe tlie peritiea.1 bod;. 

The perineal body ia a toaSH of fibro-muscular tissue filling in 
the space between the lower ends of the rectum and vagina. It is 
an irregular four-sided pyramid. Two sidea rest against the pos- 
terior vaginal wall, one against the anterior wall of the rectum, 
and one is covered by the skin and fascia between the posterior 
commissure and the anus.* The pertueal body is Ij inches in 
length, Ij inches in width, and J inch autero-posleriorly. Above 
it becomes continuous with the recto-vaginal septum, and laterally 
it is bounded by fat. The whole body lies below a line joining 
the tip of the coccyx and the subpubic ligament. 

The muscles entering into its formation are the bulbo-cavemoaus, 
the transversus perinei, and the sphincter and levator ani. Its 
function is to give a fixed point to many muscles, to prevent pouching 
forward of the rectal wall, and to give strength to the pelvic floor. 
It also indirectly supports the anterior vaginal wall and prevents 



The arterial supply of the perineum is derived from branches of 
tne internal pudic ; tlie nerve-supply from the pudic nerve ; the 
veins terminate in the pudic veins and the lymphatics in the in- 
guinal glands. 

Describe the pelvic floor. 

I The pelvic floor includes all the soft parts which close the outlet 
of the pelvis: rectum, vagina, bladder, levator ani, and coccygei 
muscles, fascia above and below them, perineal body, iachio-rectal 
fosaSB, and integument. 
Esamining the structures from above downward, the pelvic and 
reoto-vesical fasciaa are first seen. The pelvic fascia is attached to 
the pelvic brim and to the tendinous band called the " white line " 
'which extends from the lower portion of the symphysis pubis to 
the ischial spine. The recto-vesical fascia is the continuation of 
the pelvio, extending downward and inward from the white line, 
covering the levator ani muscles and uniting in the median line 
with its fellow of the opposite side. Posteriorly it is continuous 
with the fascia covering the pyriformis muscle. It is pierced by 
the vagina and rectum, being prolonged downward upon each in 
• Tbia skin is often erroneously B[iok(;ii uf aj. tVw ytwiKOTn. 
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the form of a. sheath. The obturator fascia is the other division of 
the pelvic fascia, at the white line, and covers the obturator muscle. 

Beneath the pelvic and recto-vesical fascia is the muscular 
diaphragm, formed by the levator atii in front and the cocaygei 
behind. 

The cocoyffei are two thin, triangular muscles which arise from 
the ischial spine and lesser sacro-sciatic ligament, and are inserted 
into the lateral borders of the lower segment of the sacrum and to 
the sides and anterior surface of the coccyx. The two levatore» ani, 
meeting with each other in the median line, form a concave mus- 
cular diaphragm across the outlet of the pelvis. Each arises from 
the posterior aspect of the pubis, from the " white line,'' and from 
the inner surface of the ischial spine. They extend inward to the 
median line, uniting with each other and surrounding the rectum 
and vagina, to which they are firmly attached.* Behind the vagina 
the fibres form part of the perineal body and blend with the deep 
transversus periuei muscles. Some fibres are attached to the coccyx. 

The under surface of the levator ani is covered by a thin mem- 
brane called the anal fascia, which has its attachment on either 
side to the obturator fascia, and in the median line to the opposite 
lamina and to the rectum and vagina. Below the anal fascia the 
remainder of the pelvic outlet is filled by the perineal body and 
the iachio -rectal fosaie. 

What muBcles enter into the formation of the perineal body 7 

The bulbo-cavenwsi arise posteriorly in the perineal body and 
encircle the vaginal bulbs. Each divides into three slips — one 
going to the posterior surface of the bulb, another to the lower 
surface of the corpus cavemosum, and the third being lost on the 
mucouB membrane of the vestibule. Their action is to compress 
the bulbi. 

The transversvs perinei muscles are divided into two layers, a. 
superficial and a deep, separated by the Bnt«rior layer of the tri- 
angular ligament. They arise from the rami of the ischium and 
the anterior triangular ligament, and are inserted into the median 
raphe of the perineal body. 

The tphljicler ani arises from the tip of the coccyx and superficial 
fascia, and is inserted into the perineal body. 

The levator ani has been described. It is divided into an 

anterior or puho-vnginaJ portion, which surrounds the vagina and 

• The vag'inn pieroes Ili<> pivic Boor at un angle of about 60°. 
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acts to contract the outlet, and a posterior portion , the obturato- 
coccygeal, surrounding the rectum. 

The urethra is surrounded by the compressor urethrx muscle 
(called by some the sphincter or constrictor vaginae), which forms 
a figure of 8 around the vagina and urethra. 

Describe tlie ischio-rectal region. 

This corresponds to the portion of the pelvic outlet behind the 
perineal body. It contains the termination of the rectum and a 
deep fossa filled with fat on either side of the latter, between it and 
the tuberosities of the ischium. The ischio-rectal fossae are pyra- 
midal in shape, with the apex directed upward. They are one inch 
in breadth and two inches in depth, bounded internally by the 
levator ani, sphincter ani, and coccygei muscles, externally by the 
tuberosities of the ischium and the obturator fascia; anteriorly 
they are limited by the division of the superficial and deep perineal 
fascia, posteriorly by the gluteus maximus and great sacro-sciatic 
ligament. 

The external covering of the pelvic floor is made up of skin 
and fascia. 

Describe the superficial perineal fistscia. 

It is separated into two layers — a superficial and a deep. The 
superficial or subcutaneous layer contains considerable adipose 
tissue and the superficial perineal and hemorrhoidal vessels and 
nerves. The deep layer is attached to the rami of the pubes and 
ischium posteriorly, and curves around the transversus perinei to 
become continuous with the anterior layer of the triangular liga- 
ment. 

The triaTigular ligament^ or deep perineal fascia, is composed of 
two layers, and closes the front part of the outlet of the pelvis. 
It is attached to the under surface of the symphysis and to the 
pubic and ischial rami. It is divided in the middle by the vagina. 

LACERATIONS OF THE PERINEUM AND PELVIC 

FLOOR. 

What are the chief fkcts to be borne in mind in the consider- 
ation of lacerations of the perineum ? 

A thorough knowledge of the anatomy and functions of the peri- 
neum and pelvic floor is necessary to fully understand the import- 
ance of these lesions. The levator ani m\i»cU«> ^w^^^V;\r.^'^^'^v^ 
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are the most important features in the support of the pelvic vis- 
ci:ra. acting as a tight sling of fibres across the pelvic outlet. 
Laceration or overstretching of these fibres, especially posteriorly 
at their attachment to the rectum, results in a relaxation of the 
outlet through whiuh the superincumbent structures roll out, caus- 
ing rectocele, cjstocele, prolapse of the vagina and uterus. 

What are the causes of laceratdons of the peiiDeum ? 

Parturition is by far the most important cause} acting, when 
there is a large head, in oecipito-poalerior position, rotated into 
the hollow of the sacrum \ when there ia a narrow pubio arch ; in 
elderly primiparaj, with rigidity of the parts ; the careless use of for- 
ceps, etc. Besides parturition, lacerations may, rarely, be prodaced 
by external violence, such as falling astride sharp objects. Rape 
in children sometimes results in a laceration, as may also syphilitic 
ulcerations of the perineal body. Occasionally there is a loss of the 
perineal body due to senility, debility, and subinvolution. 

What are tiie varieties of perineal lacerations ? * 

(1) Laceration into the body of the perineum, including slight 
t«ar3 and those extending to the sphincter without injury to the 
levator ani. (2) Rupture of the perineum with radiating tears into 
the sulci on either side of the posterior columns of the vagina. 
These are the Y-ahaped tears which leave the tip of the posterior 
column as a tongue of tissue. The laceration may extend upon 
one or both sides. (3) Rupture of perineal body through the 
sphincter ani without laceration of the levator ani. (4) Lacera^ 
tion through the sphincter ani with injury to the levator ani. (5} 
Invisible, concealed, or subcutaneous ruptures when the levator ani 
muscles and fascia have been overstretched and torn, resulting in 
-subinvolution and relaxation of the vaginal outlet. These mds 
of laceration are the most frequent and of the greatest importance. 
They are generally unrecognized. 



By placing two fingers in the vagina and pres.'jing downward and 
outward, at the same time telling the patient to bear down as if at 
stool. If relaxation exists, the walls of the vagina will he seen to 
bulge downward and protrude. It is well to place a pledget of cot- 
ton over the anus to prevent evacuation of fteces. To test the 
• Taken from Dr. Cleveland's dassiflcation. 
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extent of laceration place the thumb against the anterior margin 
of the anus, and the tip of the finger just within the vagina, and 
bring the two together. 

What is the significance of rupture of the perineum? 

Septicaemia may be an immediate consequence, due to the expos- 
ure of the extensive raw surface, rich in blood- and lymph -vessels, 
to the lochial fluid. 

Tears through the sphincter will lead to complete or partial incon- 
tinence of faeces. Tears involving the levator ani muscles and 
fascia will result in subinvolution, relaxation of the vagina, prolapse 
of uterus and vagina, rectocele, cystocele, subinvolution of the ute- 
rus, and displacements. Tendency to abortion, tenderness at the 
site of the tear, may result. Sometimes air enters the vagina and 
escapes with a noise. 

What are the symptoms of lacerated perineum? 

These are due to the above consequences, and have been described 
under Rectocele and Cystocele. 

OPERATIONS. 

What are the two classes of operations ? 

Primary and secondary. The primary operation, or immediate 
repair of the injury at the close of labor, belongs to the province 
of obstetrics. It should be the object in performing the secondary 
operation to reduce the tear by proper denudation to its original 
condition — i. e. the recent form — and then to suture. 

How long should you wait after labor before performing the sec- 
onds^ operation ? 

It is better to wait until involution is complete, and operate from 

five to six months after confinement. 

What are the preliminary preparations and instruments required 
for a primary operation ? 
Kegulate the patient^s diet for two or three days previous to the 
operation. Give a mild laxative for two nights before to secure 
complete evacuation of the bowels. An enema should be admin- 
istered and the bladder emptied immediately before operating. The 
patient is then anaesthetized and placed in the lithotomy position, 
the knees being held up by a Clover's crutch. The vulva should 
be shaved and thoroughly cleaned with 1 : 1000 bichloride, and the 
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vagina tLuroughly swabbed out with the same solution. The abdo- 
tnen and limbs of (he patient are surrounded with towels wrung 
out of 1 : 1000 bichloride. 

The necessary ioBtrumcnta are 3 pairs of sharp- pointed aciaaora, 
straight aud curved on the fiat ; 1 pair of straight, blunt-pointed 
Bciasors ; 1 pair of sharp-pointed atraight scissors, curved on the 
aide ; 4 tenacula, Emmet's ; 2 bullet forceps ; 6 sponge -holders ; 
1 needle-holder ; 2 mouse-toothed forceps ; 1 plain dissecting for- 
ceps ; 1 pair of lisaue forcepa ; 6 pairs of artery forceps ; 1 counter- 
preasure hook ; 1 shield ; 1 Emmet's twisting" forceps ; 12 per- 
forated shot; 1 shot-compressor; VI needles, amall curved, large 
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Metbud or Repali sdupled in Prefloiu Cu«s. 

carved, apear-point, long, straight ; 1 Peaslee's needle ; ateiiliiad 
catgut, sizea Noa. 2 and 3; small-siee silk; silkworm gut; ailTar 
• i, No. 24 ; Kelly's rubber pad. 
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What are the most important operations? 

Perineorrhaphies and posterior colporrhaphies : (1) Tait's flap- 
splitting perineorrhaphy for complete laceration; (2) Tait's flap- 
splitting perineorrhaphy for incomplete laceration, modified by 
Sanger ; (3) Cleveland's perineorrhaphy ; (4) Hegar's posterior 
colporrhaphy ; (5) Emmet's posterior colporrhaphy. 

Describe Tait's perineorrhaphy? 

This operation is based on the principles of the healing of an old 
tear. If the buttocks and labia are widely separated, a white line 
of cicatrix will be seen extending from side to side transversely to 
the axis of the old wound. The object of the operation is to 
restore the old rent, and unite it in a vertical axis — i. e, at right 
angles to the present cicatrix. 

The patient is prepared as described. An assistant stands on 
either side, the one on the right holding an irrigator nozzle and 
allowing a slight stream of 1 : 10,000 bichloride to trickle over the 
parts during the operation. A tampon is introduced into the rec- 
tum. The middle finger of the left 
hand is then inserted into the rec- 
tum and the buttocks and labia 
strongly separated by an assistant, 
so that the cicatrix is put on a 
stretch. The point of an angular 
pair of scissors is introduced into 
the extreme end of the cicatrix on 
one side, and run through to the 
other extremity. From each end 
of this incision another is carried 
forward to the bases of the labia 
minora, and again backward for 
one-third of an inch ; the edges of 
the upper flap a are caught with 
a pair of tissue forceps and dis- 
sected upward, the same being done 
to the lower flap b downward, 
and the wound assumes the shape 

represented by the dotted lines in Fig. 24. The sutures are 
now introduced by means of a Peaslee's needle well curved, which 
is run through from side to side, entered, and brought out just 
within the margin of the denuded area. This is threaded with 
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ailkworm gut and withdrawn. The sutures are then tied and the 
edges of the ekia brought together by intermediary superGcial 
sutures. The rectal and vagiDal flapx fold in on each other and, 
retracting, point to the rectum and vagina respectiyely. The 
resulting cicatrix is linear, and leaves scarcely any trace after 
healing. 

What are the advantages of this operation ? 

(1) No tissue is removed, the recto-vaginal septum is simply split, 
the flap turned up, sides / denuded and united. (2) The Btiturea 
are all external. (3) The parts are brought back into their original 

What additional method of repair ma; be done in case the lace- 
ration extends through the sphincter ani and up the recto- 
vaginal septum? 

After dissecting up the vaginal Hap as just described, a V-shaped 
denudation is made with its apex up the rectum. The ends of eaeh 
arm of the V He against the separated ends of the sphincter ani, 
which can be seen as little retracted dimples on either side of the 
anal opening. Rectal sutures of silkworm gut are then introduced, 
beginning at the apex, and are tied in the rectum. The ends of 
the sutures are left long, and protrude from the anus. A suture 
of silver wire may he passed around the inverted V. 

It is well to introduce the perineal sutures first, in order to 
avoid stretching the rectum, whose edges have just been brought 
together. The rectal sutures may be left in for several weeks. 

DescTibe the Sanger- Tait operation. 

This operation differs only in detail from the one just described. 
The middle finger alone, or the index and middle fingers, may be 
introduced into the rectum. The points of a pair of curved sciasora 
are inserted into the recto-vaginal septum between the cicatrix and 
the margin of the anus, and pushed upward to the crest of the 
rectocele. The septum is now split before making the horizontal 
incision. This avoids undue hemorrhage. Sanger also recommends 
a thin-bladed knife to be used for this splitting instead of scissors. 
The horizontal incision may now be made, running out to a point 
on either side vertically below the extremities of the nymphie, 
and then carried upward to the bases of the labia minora, or 
the incision may be curved in the form of a U. The dissection 
of the flap is now completed. Silver-wire sutures instead of silk- 
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worm gut sre introduced by meaas of a straight needle thrusdcd 
with oairyiDg thread. The rectal tampon is removed, and the 
sutures twisted up and shotted. Intermediar; silkworm-gut 
sutures are required. 
Describe Oleveland's operation 

After the usual preparations the pat ent a antesthetized and 
placed in the lithotomy pos t on as juat deacnbed for Tail's opera- 
tion. The field of operation s put on the Btretch by two tenacula 
hooked into the bases of the lab a majora on either side and re- 
Fg 3o 




fbr Lacerated Perineum. 



r bullet 



tracted. The crest of the rectocele is caught with a 

forceps and drawn up by an assistant. A triangular 

denuded, having for its base the line joining the two lateral tenacula, 

and for its apes the crest of the rect«cele. The denudation may 
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be made with a, knife or pa,ir of scissors. After thoroughly irri- 
gating the parts the sutures are passed in the following manner: 
A long straight needle, threaded with calgut, size No. 3, is inserted 
at the point 1 A in the figure, carried t-o the mid-line, as shown by 
the dotted lines, and brought out. The needle is then introduced 
where it came out, and, curving downward, is brought out at 2 A. 
The catgut is now drawn through, and the needle again introduced 
at 3 A, carried up to the mid-line crossing the loop, and is brought 
out at 4 A, finishing the first suture, A. The second suture, B, is 
passed as indicated by the dotted lines. In the figure the apex of 
the triangle is shown foreshortened. A third suture, E, is now 
passed as in the figure. Suture A is first tightened and tied, 
making a figure of 8 and really two sutures. Nest B ia brought 
together, making another figure of 8, and finally E is tied. The 
advantages of this operation are the rapidity with which it can be 
performed and its applicability to primary as well as secondary tears. 
Describe Hegar'a operation. 

The patient is prepared in the usual manner and placed in the 
lithotomy position. Two tenacula are fixed in the lowest part of 
the labia majora, points B and C, and drawn forcibly to both sides 
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t is eaughl by its posterior lip with a pair 
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Eniuiet's OperstlDD : Insertion of Sutures. 

are thus formed, and are now denuded as follows ; An asaUtant draws 
the crest A first strongly to the operator's left side, making the linea 
A D B nearly straight. The mucous 
*"!« 29. membrane extending along this line is 

now stripped up with scisaors. The 
same thing is done for the opposite 
side, drawing the tenaculum at A to 
the right. Denudation of the whole 
area shown in the figure is then com- 
pleted with scissors. The edges of the 
lateral triangles are united together 
with sutures carried deep into the sulci 
and entirely under the denuded area, 
so as to catch up the ends of the sep- 
arated fibres of the pelvic fascia, 
manner in which the sutures are 
ia shown in Fig. 28. There r 
now a small area to he united on the 
perineal surface with silk or wire su- 
tures. 

rrha- 



The usual preliminaries having been 

gone through with in the preparation 

of the patient, she is anxsthctiKed and 

placed in the lithotomy position. The 

is grasped with a pair of bullet forceps 

s exposes the anterior wall of the vagina. 




The 
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Another pair of ballet forceps is placed just below the urethra 
and drawn up. The whole surface is put on the stretch by lateral 
tenacula. Tlien an incision is made around an ovoid figure which 
has one point just below the urethra and the other near the cervix. 
This area, marked out by the line of incision, and which includes 
to a greater or lesser extent the anterior wall of the vagina, is now 
denuded with a knife, dissecting down a flap, or with a pair of 
scisisors. Suturing of the area is now performed as follows : A 
long No. 2 catgut suture is threaded into a medium-sized spear- 
point needle, and passed through at the apex A and tied. The end 
of the suture is given to an assistant to hold, and the bullet forceps 
are removed, ^e needle is then inserted into the denuded area, 
passed under the surface, and brought into the denuded area as 
shown in Fig. 29. In this way, with an over-and-over continuous 
stitch, the suture is carried to the inferior angle 6, then back again 
to the top in the same manner, until the edges of the mucous mem- 
brane are brought near enough together to approximate by addi- 
tional sutures. 

THE URETHRA AND BLADDER. 

ANATOMY. 

Describe the urethra. 

The urethra is a canal 1| inches in length, extending from the 
meatus to the neck of the bladder. Its lower three-fourths is im- 
bedded in the anterior vaginal wall ; its upper fourth is firmly 
bound to the vagina by connective tissue. It extends upward and 
backward parallel to the plane of the pelvic brim. 

The mucous membrane is covered with squamous epithelium at 
its lower part, and transitional epithelium, like the bladder, at its 
upper position. It contains mucous glands, papillae, lacunae, and 
villous tufts. On cross-section the urethra is seen to be slit-shaped 
transversely at its vesical end, and stellate below. Just within the 
meatus, on either side, are the orifices of Skene s tvhes or ducts. 
These, extend along the floor of the urethra, beneath the mucous 
membrane, upward for a distance of three-fourths of an inch. 

The muscular coat consists of two layers of unstriped fibres, an 
internal longitudinal and an external circular. 

Describe the bladder. 

The bladder is a hollow muscular organ situated between the 



r 



78 THE URETHRA AND BLADDER. 

Bjmphysia in front and the uterus and vagina behind. Itg BhNpe 
when empty is like the letter Y. The upper and lower walls, 
coming in contaot, form the two horizontal arms. The urethra forms 
the vertical arm. It has opening into it the internal orifice of the 
urethra and the two ureters ; the latter, one on either side, are Ij 
inches from eaeh other and from the urethra. 

The hiadder is divided into a body, neck, and base. 

The body is " all that portion of the organ lying above an imagi- 
nary hne drawn from the ureteric openings to the symphysis pubis" 
(Skene). All below is the base, and includes the trigone (that 
triangular portion between the ureteric openings and the inter- 
nal orifice of the urethra) and the bas-fnnd (that portion behind 
the openings of the ureters, which in old subjects may he a deep 
pouch). The neck is the thickened portion surrounding the 
urethral orifice. 

The bladder is composed of three coats, mucous, muscular, and 
peritoneal. The mucous membrane is thrown into numerous folds, 
and is lined with several layers of transitional epithelium and a 
superficial squamous layer. It is loosely attached to the submucous 
tissue, except at the trigone, and is thicker at the urethral open- 
ing, where it has a valve-like function to prevent the escape of 
urine (Hart and Barbour). The muscular coat is composed of three 
irregular layers of unstriped fibres, an external and internal longi- 
tudinal and a middle circular. At the openings the circular fibres 
are more developed and have a sphincteric action. 

The peritoneal coat covers the fundus and part of the posterior 
bladder-wall, from which it is reflected on to the anterior surface 
of the uterus at the level of the isthmus, forming the vesico- 
uterine ligaments and pouch. The arterial supply is derived from 
the utfiro-vesical branches of the anterior division of the internal 
iliac and from the uterine artery. 

The urethra is supplied from the vaginal arteries. 

The veins form plexuses outside the muscular coat, and unite 
with those of the uterus, vagina, nymphse, and rectum. They 
empty into the internal iliac vein. The plexus of the urethra com- 
municates with that of the vagina. 

The lymphatics accompany the veins, and enter the hypogastric 
glands near the internal iliac artery. The nerves are derived from 
the hypogastric plexus of the sympathetic, and from the third and 
fourth sacral, the latter supplying mainly the base and neck. 
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Describe the course of the ureters. 

At the brim of the pelvis the ureters croHs orer the iliac vessels 
Lst below the iJivision of the common iliaea. Here the left 
ureter liea behind the sigmoid flexure of the colon, and the right 
behind the lower end of the ileum. They then run downward, 
backward, and outward along the pelvic wall unlil near the ischial 
spines. Here they bend downward, forward, and inward behind the 
uterine arteries, passing beneath the bases of the broad ligaments. 
At the level of the os uteri esternum, and three-fifths of an inch 
distant from the uterus, the uterine arteries cross the ureters. 
From this point they continue to converge, lying in relation to the 
anterior vaginal and posterior bladder- walls, and pierce the latter 
obliquely at a point one-half to three-fourths of an inch in front 
of and below the cervix. They run for a distance of half an inch 
in the muscular coat, still converging, so that their internal open- 
( are separated from each other by about one and a half inches. 

DISEASES OP THE URETHRA AND BLADDER. 
What are the diseases to which the urethra is liable 7 

Malformations (hypospadias), urethral caruncle, (see p. 5(i), and 
prolapse of the mucous membrane (see p. 57), inflammation (ure- 
thritis), urethrocele. 

Give tiie etiology, symptoms, and treatment of urethritis. 

It is nearly always due to gonorrheal infeelioii,butmay be simple. 
The chronic form may be caused by caruncles or chronic cystitis. 

Symptoms.-^ Dysaria, muco-purulent discharge. 

Treatment. — Tepid irrigations, application of nitrate of silver, 
iodoform bougies. Skene's tubules may become inflamed and keep 
urethritis until they are slit up and cauterized. 

Oive the etiologr, symptoms, and treatment of the acute and 
chronic forma of cystitis. 

"Etiology. — Acute: gonorrhtea ; exposure to cold; injuries dur- 
ing parturition; peritonitis. Chronic: continuance from acute; 
stone in the bladder ; pressure of a tumor or uterus on the blad- 
der; pyelonephritis. 

Symptomi. — Acute : severe pain over the bladder ; chill, fever ; 
pain fufmicturil ion ; high-colored urine. May last a few days to a 
week, and subside or pass on to the chronic form. Chronic : Fre- 
quent micturilion, more especially at night ; vesical tenesmus and 



80 THE URETHRA AND BLADDER. 

sensation of weight over the bladder ; doady, scanty tmne, oon- 
taining pus-ce!la and cells from the bladder. It may debilitate the 
whole system and cause the patient's health to be undermined. 
The walls of the bladder may become encrusted with lime and other 
salts, which give rise to atone in the bladder, 

JVeutment. — Acute : rest in bed ; hot poultices over the lower 
part of the abdomen ; demulcent drinks of flaxseed tea and muci- 
lage ; opium to cheek the pain. Vhroinc: The administration of 
alkaline diluents, such as citric acid, acetate of potassium, uva 
ursi, lithia-water ; unirritating diet. Washing out the bladder with 
a 1 : 1000 solution of bono acid by means of a double -current cathe- 
ter and fountain syringe ; may be done twice daily if necessary or 
every other day. The pain is Telieved by morphine suppositoriea. 
If all these means fail, as a last resource an opening may be made 
into the bladder through the anterior vaginal wall and the urine 
allowed to constantly flow away until the condition is relieved. 



The patient is anEostbetized and placed in the Sims position. 
A Sims speculum is introduced and a sound passed into the blad- 
der. At the most prominent point in the median line between 
the neck of the bladder and the urethra an incision is made longi- 
tudinally an inch long, care being taken to cut through the bladder 
mucous membrane as much as the vagina. This enters about half 
way in the trigone vesicsB. Now with a sharply-curved needle and 
small catgut the mucous membrane of the bladder is sutured to 
that of the vagina to prevent healing. Instead of these sutures a 
sigmoid glass tube, provided with a flange at one end, may be but- 
toned through this opening and allowed to remain. It is usually 
necessary to keep the fistula open from three to sis months. The 
bladder in the mean time is frer|ueiitly irrigated and treated. This 
operation gives groat relief in severe chronic cases. The opening 
is finally closed as any other fistula. 

What are the varieties of flstnlss of the genital tract? 

The uterus and vagina may bo connected by one or more aper- 
tures of variable bikc and shape wiih some viaeus in immediate 
proximity, such as the bladder, rectum, peritoneum, etc. They are 
named according to the parts connected : 

Vesico-vaginal fistula (2 and 3, Fig. 31)). 



i 




(Uve the etioloer, diagnoBis, and treatment of fistula. 

■The majority iif the cases of fistula result from pres- 
eure of the child's head during parturition, causing a slough ; hut 
rarely they have their origin in abacesees, stone in the bladder, 
pesaarjea, cancerous and syphilitic nlcerationa. 

Diagnotis. — Continuous escape of urine from the vagina, causing 
vaginitis and vulvitis, and tha strong urinous odor will indicate 
urinary fistula. Escaped fceces into the ragina will show a rectal 
fistula. If the opening is large, it van readily be felt with the 
If too small to bo seen or felt, milk, may \«i w\wS.'«i.\'^Va 
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a tfl cBcape from the fistula, and indicates 



Treatmenl. — Operattie — The patient having been prepared for 
operation as in perineal operations, she ia aneesthetized and placed 
in Sims's position A Sims speculum is introduced and the ante- 
rior vaginal wall and liatula are exposed. The edges of the fiHtula 

Fio. 31. 




are now pared, care being taken not to injure the mucous mem- 
brane of the bladder. The wound thus formed will he bevelled 
from the bladder out. The sutures ure of fine silver wire threaded 
on citrr^ing threads, and passed with ^mall curved needles. The 
needle enters first at th? most accessible angle, half an inch from 
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edge of the denudation ; it 

Fuce, but not involving thi 
being exerted with a hoak i 
through, and the point of I 
lip and drawn out half an i 
a Rufficient 



brought out at the vesical aur- 
nhrane, counter- pressure 
)r tenaculum. The wire is now drawn 
he needle reintroduced into the other 
ich from the edge of the incisions. In 
mber of sutures, one-fifth of an inch 
ftpart, are introduced and twisted with wire-twisters. A self-rotain- 




ring sigmoid catheter is now introduced i 

f which the urine constantly drains until the 

The sutures may be removed in eight or 



B urethra, through 
nd has healed. 



What modification of this operation may be used with advan- 
tage? 

Simon's upcralion. This conitists in placing the patient in 
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Simon's position — i. e. an exaggerated lithotomy position, the pelvis 
elevated. The cerrix is grasped and drawn down as for & Martin's 
anterior colporrbaphy, and the field of operation thus well exposed. 
The edges are pared as before with scissors or knife, and sutures 
passed, which in this case are of silk. 

What is the treatment fbr vesico-uterine fistula ? 

Split up the anterior lip of the cervix to the fistula, freshen ita 
edges, and pass sutures through the cervix so as to unite the walls 
of the cervix and lips of the fistula. When the fistular opening is 
too high up for this operation, the cervix may be closed entirely 
and the uterine contents allowed to discharge throngh the bladder. 

What is the treatment for lecto-Taginal fistula 7 

The edges may he pared and brought together as in the opera- 
tion for vesioo-vaginal fistula. If the opening is near the vulva, 
the tissues between it and the surface may be split and the edges 
of the fistula dissected out, and the whole united, as in laceration 
of the perineuui, through the sphincter. 

THE INTERNAL ORGANS OF GENERATION. 

DISEASES OP THE UTERUS. 

ANATOMY- 
Describe the utems. 

The uterus is a hollow musculur, pear-shaped organ, situated in 
the centre of the pelvis between the bladder and rectum. It meas- 
ures 3 inches in length, 2 in breadth at the level of the Fallopian 
tubes, and 1 inch in thiokoess. It lies normally, when the bladder 
and rectum are empty, in a position of anteversinn and slight ante- 
flexion. The cervical oa points downward and backward, but its 
position is constantly changing, owing to distension of the bladder 
and rectum. 

It is divided into a body, neck, and fundus. The fundus is that 
portion above the entrance of the Fallopian tubes ; the body is the 
portion between the fundus and the neck ; the neck is the lower 
half of the uterus, its junction with the body being marked by a 
Blight depression or sulcus called the isthmus. The cavity of the 
body is triangular in shape, the anterior and posterior walls being 
lontact. It has a capacity of about twelve drops in nulliparse. 
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The cavity of the cervix is spindle-shaped, being constricted at 
the internal and external os. 

The cervix is divided into two portions anatomically — that above 
the attachment of the vagina (supravaginal), and that below the 
attachment, protruding into the vagina (vaginal). Schroeder makes 
a third division, an intermediary portion, below the vaginal junc- 
tion behind, and above it in front. The vaginal portion varies 
much in shape and size. At its centre is the external os, which in 
virgins is slit-shaped, feeling something like the cartilage at the 
end of the nose. The entire cavity of the uterus measures 2J 
inches in length. 

The uterine wall consists of three layers : (1) internal mucous 
membrane ; (2) middle muscular ; (3) external peritoneal. 

The mucous membrane of the body differs from that of the 
cervix. It is smooth, grayish-pink in color, and directly connected 
to the muscular layer, without the intervention of a submucous 
coat. It consists of a single layer of columnar ciliated epithelial 
cells, the cilia moving upward. These rest on a connective-tissue 
base, which is rich in lymph-spaces, vessels, and ner-ves. Imbedded 
in its substance are a large number of tubular glands, the utricular 
follicles, which may be straight, tortuous, single, or branching, and 
have their blind extremities terminating in the muscular coat. 
They are lined with a single layer of prismatic ciliated cells resting 
on a membrana propria, and they secrete an alkaline mucus. 

The mucous membrane of the cervix is thicker and less red than 
that of the body. It is thrown into numerous folds called the 
" arbor vitae,'* which consist of an anterior and posterior ridge, 
from which lateral folds branch off. The surface is covered by a 
single layer of epithelial cells, which are ciliated on the ridges and 
non-ciliated in the depressions (De Sin^ty). 

The cervical glands are racemose, and secrete a clear alkaline 
mucus. When these become pathologically occluded, they produce 
the retention cysts known as the follicles or ovula of Naboth. The 
mucous membrane covering the vaginal portion is continuous with 
that of the vagina, and consists of vascular papillae covered with 
many layers of squamous epithelium. There is a sharp line of 
demarcation between this latter and the columnar ciliated epithe- 
lium of the cervical canal. 

The vaginal aspect has no glands. The muscular coat consists 
of three layers of unstriped fibres : (1) External, a thin longitu- 
dinal layer called the platysma, most marked on the anterior and 
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H posterior wallS; wbich senAs prulongations into the ligaments of t&e 

H uterua and out t* the Fallopian tubes. (2) Middle is the thickeBt, 

H and consists of longitudinal, transverse, and oblique fibres. (3) 

H Internal, concentric and most marked about the orifices of the Fal- 

H lopiao tubes and internal os. 

H The peritoneal coat folds over the entire posterior surface of the 

H uterus, except the vaginal portion of the cervix. It covers the 

H anterior surface as low as the isthmus, and is here reflected on to 

H the bladder. Laterally, the two folds come together, forming the 

H broad ligaments, and extend to the wall of the pelvis. Anteriorly 

H it is firmly connected to the ulerine wall ; posteriorly a layer of 

H areolar tissue is interposed. It is composed of a base of fibrous 



Pig. 33. 




Name and describe the ligaments of the uterus. 

Two broad ligamenls ; Iwd round ligainejits ; two iili^ro-vemfal ; 

The broad ligaments are double folds of peritoneum which run 
from the sides of the uterus to the pelvic wall. Internally they are 
continuous with the peritoneum covering the anterior and posterior 
walls. Externally thej ure attaehed to the pelvic wall " along a 
line situated between the great sacro-Hciatic notch and the margin 
of the obturator foramen, a.^ far down as the level of the ischial 
spine." Their upper free mai^in eont^ns the Fallopian tubes. 
The portion of the margin not occupied by the tube, and extend- 
ing from it to the pelvic wall, is called the infundibiifo-pelvie liga- 

The ovary projects through the posterior lamella, and is covered 
by germinal epithelium. It is attached at its hilum to the anterior 
lamella. 

The round ligaments lie in a fold formed by the anterior lamella. 

The portion of broad ligaments extending between the ovary and 
the Fallopian tube is called the mesosalpinx. In the mesosalpinx 
below the middle of the tube is the parovarium. 

The structures included between the folds of the broad ligament 
are, from above downward, (1) the Fallopian tube; (2) ovarian 
artery, nerves, and lyiuphaticK ; (3) the pampiniform plexus of 
veins ; (4) the round ligament ; (5) the parovarium ; (6) the ova- 
rian ligament ; (7) the ovary ; (8) the uterine artery and venous 
plexus ; (9) connective tissue and lymphatics near the base. 

The round ligamattn spring from the anterior superior portion of 
the uterus, and extend outward and forward in the anterior folds 
of the broad ligaments to the internal inguinal rings. They then 
pass through the inguinal canal and terminate in three fasciculi. 

The inner fasciculus blends with the tendons of the internal 
oblique and transversalis muscles ; the middle with the superior 
column of the external ahdoiuinul ring ; and the external terminates 
just above Gimbernat's ligament. They are composed of fibrous 
tissue, striped and unatriped muscular fibres, and blood-vessels and 

The peritoneal investment of the round ligaments usually ends 
at the internal ring, but is sometimes prolonged into the labia 
majora. This, when pervious, is called the " canal of Nuck." 
The chief interest attaching to the round ligaments is their con- 
nection with Ale I an dor" a operation. 
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The ulfiosacral ligaments are two folds of peritone 
Fig. 34. 




Plignm ibowlog the Thru Minor Folds of IheBinad LlgnnieDt (Rsnae]'): 1, 2. !i, nnle- 
rlor, middle, and posterior foWa; *, ronnd liginient; I; Fallupliio luiie; ft, nTsr)'; V, 
TSflna; i>, poucb of IrougLas; A, Hotcrlor la; er of broad HirflinflDt; P, posterior layers 
B, reaecMou of peritoneum la bladder ; Jt, reBectlon ta rectum; S, apace conlsiuiae 

Imiueular and coDDecllve IIhuc, CQclogtai) icssols aod nenes. 
from the sides of the uterua at the level of the isthmus backward, 
outward, and upward to the second sacral vertebra. They form 



the Qpper lateral bouodaries of the pouch of Douglas, and ure of 

great importance io some malpoHitiona of the uterus. 

The utero-veaical ligamenta arc the folds of peritoneum reflected 
from the lower portion of the uterus on to the bladder. 
Wha-t is the vascular snppl; of the uterii 7 

Arleri'il: From the uterine nnd ovarian arteries. The uterine 
branch of the internal iliac runs along the biisc of the broad ligament 
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to a point below the level of the os externum near the cervix ; then 
it curves upwnrd along the uterine wall and anastomoses with the 
ovarian. Its branches in the aubstance of the uIctuk are very 
tortuous, and are known as the " curling arteriea." At the junc- 
tion of the body with the cervix a large branch is given olF which 
unttes with its fellow of the opposite side to form the " circular 
artery." 

The mns form a pleiua around the uterua beneath the peri- 
toneum, and communicate with the vaginal and vesical plexuses 
below and the pampiniform above. They empty into the internal 
iliac veio. 



DISEASES OF THE UTERUS, 



The lymphadct are very nuiuerout^, and form a dense network ia 
the broad ligatuenta, terminating in the luuibar and hypogastric 
glands. 

The nerve-suppli/ ia derived from the hypogastric plexus of the 
ajmpathetic, and a few fibres from the third and fourth eacral 



MALFORMATIONS AND DISBASB8 OF THB UTERUS. 

Malformations. 

It is of the greatest importUiiice, in the study of malformations 

of the uterus, to bear in mind the mode of development of the 

genital tract. 

Give a brief description of the development of the female genitala, 
and state how malfoTmations of the nterus are produced. 

Before the end of the second month of fujtal life the Wolffian 
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consists of a large number of convoluted tubules closed at one 
end, and opening by the otber into a common duct. In a 
fissure at Ibe inner border of these bodies lies the genital gland on 
each side, which Bubsetguently develops into the ovary. The ducts 
of Miiller spring from the inner sides of the upper ends of the 
Wolffian bodies, one on each side. These approach each other, and 
coalesce to form the uterus and vagina, the septum being absorbed. 
The upper portion of the ducta forms the Fallopian tnbes. 

Malforraations are produced when there is an arrest of develop- 
ment in one or both of the ducts of Miiller ; when thej fail to 
unite ; when the septum betwci^n thoni is not absorbed. 

Wha.t are tlie varieties of malformationB ? 

(1) Absence of, or a rudimentary, uterus, oee«rring when there is 
an arrest of development of the ducts of Miiller. This condition is 




usually accompanied by absence of the entire generative tract. 

(3) Unicorn uterus, due to an arrest in the development of one 
duct of Miiller. 

(3) Uterus bicornis, where the union of the Miillerian ducts is 
imperfect, resulting in two horns. 
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rtenu Unicornis: J.H, 
meut ; RH, light ht 
meat. (Froni^t- 



(4) Double uterus (very rare), in which the two horna have de- 
Fio 39 




Ulerui Dldelrhys: a, right cuvllj-- t. left caylty ; t right ovary; d. right mund Jip 
uenl: e, \efi nmnd ligniueDl', /. led lube; p, lelt mgioiil portion; K, right Tuim 
portloD; (.right vagina ;>,Iell vHgiua; jt, partition between the two ragins, (Proi 
KsfDflj-, after OlFvlcr.) 




MTU Blcornls IFuplei: o, double entrsa<» lo vBgins; 6, meatus uTlnarlui: r, ditorls; 
d, urelhra; e, f, double vagina; /,/, eilerml orifices of ulerusi p,fl, doubiecervii; * 

broad UgflinEnlB. (From Kus-i'maui, afler Eieenmann.) ' ' ' 

veioped separatelj, not coalescing. This is usually associated with 
B, double vagiua. 

(5) Divided utenia, in which the septum has not been absorbed. 
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(6) Foetal or infantilo uterus, in which the uteruB remains 
small, and there is a disproportionatelj large neck. At birth the 




uterus Septus Diiplei (natural size), conipleieL; double iileiiuatid Incouipletcljr doubl* 
TielD*of Bgirl tweDtr-lKo yeara old: n, a. tiibn; b, b, runduaof tbe double utaraa; 
t.c, e, psrllllon of utenig; d.>f, cavities of the uleriDe bodli.'s; e, e. Interna] orifloea; 
/, A eilflrnal walls of the t»o necks; g, o,eilerBal orifices; A, A, vagtnal cinal«;<, 
partition which dliided the upper third or Ihe •uglDS inl«tno halves. (FrDni Kusa- 

neck is normally small, larger than the body, and if arrest of de- 
velopment takes place at this stage the above condition results. 

(7) Congenilal atrophy. This condition results from a lack of 
development after the uierus has reached its normal proportions, 
remaining small. 




^ 



i>i>^-1ike 



niEDufs.VlgM oviry\'ulopen^o'i'^HqdTn'BnV.%liowing targe (iraaflau foillrleg; I 
left Qvarj nilh smaller foLUclea. iFrom KuMiuaal.) 

HrPERTROPHV. 
In That sites may liypertiopliy of tbe cetvix occur 7 

In the supraTaginai portion, the median 
portion, or the infravaginal portion of the 
cervix. Hypertrophy of the infravaginal 
portion alone requires extended description. 
It is seen in its purest type 
women, anil is spoken of as 
hypertrophy of the cervix. 

Wliat is its pathology? 

The histological cleraenta are uniformly 
increnaed (especially in their length). The 
tnucous membrane covers a more extensive 
surface, but is not diseased. As the in- 
fravaginal portion increases iii length, it 
tends to become conical. The external os 
is usually small iknd at the apex. The eer- 
vix is tense and firm ; it presents none of 
the signs of inflammation. It may protruile 
from the vulva, looking like an erect penis. 
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What are its ajnuptoniB? 

(1) Djsmenorrhcea ; (2) disturbance of coitus; sterility, (3) 
symptoms due to mechanical irritation if it protrudes from the 
vulva. There is no great degree of dragging pain. 

From what conditions muat it be diagnosed, and how? 

From prolapse and from inversion of the uterus. In h_yperiro- 
phy of the cervix a bimanual examination shows the existence of 
the body of the uterus and of the anterior and posterior fomices 
of the vagina, all in their normal positions. 

What is the treatment ? 

The only treatment of any effect is surgical — viz. amputation of 

(a) By the galvano-cautery, a poor method ; 

(6) Schroeder's operation, a wedge-shaped excision of anterior 
and posterior lips, followed by suture 
Fig. 44. of the vaginal and uterine mucous 

membrane. 
What is its prognosis 7 

Spontaneous cure does not take 
place. The prognoa'm after operation 
is very good indeed. The removal of 
even a small portion often causes in- 
volution of the rest. 

ATROPHY. 
What are the two varieties of acquired 
atrophy of the utems ? 
(I) Senile atrophy; (2) premature 
atrophy. 

Describe senile atrophy of the nterus. 
The uterine walls are thin and atro- 
phic ; the mucous membrane thtn and 
6chroedetB diwraiion. without glands ; the OS internum is often 

constricted, and somelimes there is re- 
tention of secretions. The vaginal portion of the cervis is oblite- 
rated, and the os externum is felt as a dimple. The vagina is short 
and narrow; its walls are thin and membranous, and there is no 
I the surrounding tissues. The labia majora lie far apart. 
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rThe nymphse are almost obliterated. The clitoris is small, and has 
neither prepuce nor frenulum. The condition is normal after about 
the sixtieth jear, and gives rise to no symptoms and re(juirea no 
treatment. 
Wliat are tlie canses of premature atrophy of tbe utems ? 
It occurs usually between the ages of twenty and forty-five 
years, (a) Puerperal fever, especially if the ovaries or the peri- 
toneum is involved ; (b) tuberculosis ; (c) perhaps sometimes 
removal of ovaries. 
Wliat are the symptoms ? 

The involutiou is abnormal, leaving the uterus soft and flabby, 
and of leas than the normal size, (a) Anaemia and debility; (6) 
amenorrhoea after confinement, even after stopping lactation : in 
fact, most of these patients do not nurse their children ; (c) change 
in general appearance (prematurely old, distressed, and sick) ; 
(rf) hot and cold flashes, and rushing of blood to the head or face ; 
(e) disturbed vision ; (/) cold hands and feet; (^) hysterical fits 
of crying, etc. 
Upon what is the diagnosis based? 

Absence of menstruation ; uterus small, thin, and flabby ; with 
the probe in the uterine cavity the uterus feels thin, and not firm. 
The cavity measures about two inches, but may measure two and 
a half inches. 
What is the treatment? 

(o) General : Change of climate, exercise, diet, attention to func- 
tions of the skin and digestive tracts. 

(h) Local: Irritation; occasional use of the sound; occasional 
se of tents (cautiously) ; the galvanic pessary. 

What is the prognosis ? 

Tbe disease docs not threaten life. A return to tbe normal con- 
dition is exceptional, but the unpleasant symptoms may often be 
ameliorated. 

DISPLACEMENTS OF THE UTERUS. 
Describe the nonnal position of the uterus in the living woman, 
and the factors which influence it, 
"The normal position nf the uterus is determined by its con- 
nection with the tissues adjacent to it, by its fixation in the va^Uia. 
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and peWic fascia, and by its attaohment to the bladder and to the 

peritoneum" (Shiiltie). 

The muscular fibres in the round ligamenls and in the folds of 
Douglas are important factors, the former drawing the fundus 




forward, and the latter drawing the cervix backward. Intra-ab- 
dominal pressure and its own weight also influence the position of 
the uterus, the former much more than the latter during life. 

The uterua is capable of considerable niobilitj, being pushed 
backward by a distended bladder (Fig. 47), forward by a distend- 
ed rectum (Fig, 48), and upward when both are full (Fig. 49). 
Bimanual examination and the uterine sound are the methods em- 
ployed in determining the position of the uterus. 

" When a woman is standing upright, and her rectum and 
bladder are empty, her uterus is nearly horizontal, is more or less 
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antefiescd, and is turned a little to the right" (Shultze). (See 
Fig, 50.) In the dorso-horizontal position of the woman the fundus 
uteri lies behind and a little above the Bjmphysis, the oa uteri 
faces the reotum, and the cervix makes nearly a right angle with 
the Tt^na. When the bladder is erapty its superior and inferior 
walls come in contact, and the fundus nteri lies forward on theao, 



Fig. 50. 
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as shown in Fig. 50. This is determined by the use of the 
sound in the bladder and bimanual esamination. 

The uterus is normally much more flexible than ia usually sup- 
posed, being easily bent at the junction of the body with cervis 
()'. e., the 08 internum) by the fingers daring bimanual examina- 
tion. After death this flexibility ceaaeH. 
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Define wttat is understood by patbological diaplaceinents of the 

uterus, and state the varieties. 

Any viiriatiun iVoDi tlio nornial position of the uterus which 
is permanent constitutes a displacement. Abnormal mobility or 
Giatiou is also looked upon as a displacement, which is classified 
according to the direction from the normal. 

The varieties are — elevation, descent, prolapse, anteposition, 
retroposition, latero-position, anteversion, retroversion, anteflexion, 
retroflexion, latcro-flexion. 

The uterus may be twisted about its long axis, constituting 
torsion. 

Combinations may exist of retroversion with anteflcKion, ante- 
version with retroflexion, etc. 

What is tbe frequency of uterine displacements 7 

They are amuug the moat common affections of the female 
generative organs. 

What is meant by flexions, and what by versions of the utems? 

li'lexion of the uterus signifles a bending of the uterine body at 
its junction with the cervix (the internal os), and is la the majority 
of cases only an expression of the normal flexibility of the uterus. 
By version is meant an inclination of the whole uterus without 
flexion, the canal being straight, and it is due to rigidity and loss 
of the normal flexibility. Therefore yer^iions, either retro- or ante-, 
are more serious than flexions. 

Flexions are always associated with more or less version, bat 
version presupposes the absence of flexion. 

ANTEVERSION. 
What are the etiology and pathology ? 

Pathological anteversion is that position of the uterus in which 
the fundus lies forward on the bladder, with its axis straightened 
out and the cervix pointing backward to the hollow of the sacrum, 
the whole uterus less thim normally movable and rigid. This ia 
due to inflammatory thickening and inSltration, destroying the 
normal flexibility of the uterus. It is always associated with peri- 
or parametritis and metritis, the former forcing the cervix baclc- 
ward and above and the fundus below, and the metritis causing 
a general enlargement of the uterus and thickening, chiefly at the 
JnneiioD of the bodj with the cervix. 
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The eau»e» are those which produce para- and perimetritia and 
cellulitis : aubin volution, lacerations of the cervix, sepsis, and other 



Konukl Position of the Utcrui In a Parciua WomBu (Schultsa). 

acute and cbronic inflammations affecting the peritoneum and 
uterus. 

What are the BymptamB? 

The lymptome are those of the aecompanying perimetritis and 
metritis ; also frequent micturition, due to pressure of the fundus 
on the bladder and thus preventive of its proper expansion. 

The movements of the heavy tender uterus due to varying ful- 
ness of the bladder and the postural changes of the back cause 
discomfort and metrorrhagia. 
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Wliat Is the diagnosis? 

This is made by biinanual esaminBtion. The fundus lies forward 
on ihe anterior vaginal wall, the cervii points backward and up- 
ward into the hollow of the sacrum, and ihere ia complete absence 
of flexion. 

What is the tteatmant? 

This is directed to the cure of the metritis and peWic peritonitis 
by hot douches, iodine to the cervix and fornices, and boroglycerite 
tampons. After the inflammatory conditions have been removed, a 
soft rubber ring or a Graily-Hewitt'a cradle pessary may be ad- 
justed with advantage. Ergot and hydrastis may be administered 
for the metrorrhagia. Scarification of the cervix is useful. Schroe- 
der'a amputation of the cervis by curing the metritis relieves all 
the symptoms. 

ANTEFLEXIONS. 
What are the etiology and pathology 7 

Anteflexion is the inclination forward of the body of the uterus 
alone, the bend nearly always taking place at the level of the inter- 
nal OS. It is an exaggeration of the normal condition, and only 
becomes pathological when there is rigidity at the point of fiexion. 

Wliat is the etiology? 

Anteflexion may be congenital (puerile, in which there is the 
elongated eervix) or acquired. The latter is due to caiise> situated 
within or without tho walls of the uterus. Causes within are — 
metritis, fixing the point of flesion ; irregular involution, during 
which the posterior wall remains large ; tumors of the posterior 
wall with broad bases. Causes from without are the most common i 
parametritis and perimetritis, followed by contractions in the folds 
of Douglas and utero-sacral ligaments, drawing the middle segment 
of the uterus upward and backward. The posterior parametritis 
may he of puerperal origin or due to laceration of the cervut, cer- 
vical catarrh, etc. 

What are the symptoms ? 

They are chiefly those of the causes, especially posterior para- 
metritis. The two most important symptoms are dysmenorrhcea 
and sterility. Other symptoms are frequent and painful micturi- 
tion, pain on defecation, Icucorrhceii, hadcache. 
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Wbat la the diagnosis ? 

The dioffttosts consista in the establishment of the stability of 
the flexion. This can be determined hy bimanual and recto-abdunii- 
nal examination and the use of the sound. Note whether the flex- 



^ 




ion remains with a distended bladder ; note a thickening contraction 
and tenderness in the folds of Douglas and utero-sacral ligaments. 
On digital examination the cervix is found lying in the axis of the 
vagina, rather high, os pointing forward, and, as the finger is passed 
along the anterior wall, a sulous ia felt at the junction of the bodj^ 
with the cervix. The fundus is found lying forward. 
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What is the treatment? 

Escept for those cases in which the rigidity is dne to tumors of 
the posterior wall and lo metritis the IreatmeiU conaistB in the re- 
moval of the existing posterior parametritis. This is done by the 
use of boroglycerite and depleting tampons, local applications of . 
iodine and iodide-of-potash solution in glycerin, hot vaginal douches, 
and Bitz-batha. Keep the bowels well regulated. For existing en- 
dometritis the cervical canal to above the internal oa may be dilated, 
and the endometrium thoroughly washed out with carbolic solution, 
1:100. After all inflammal«ry conditions have been removed, 
the uterine cavity may be dilated with Peaslce's steel dilators and 
Goodell's dilator, and an intra-uterine stem, such as Outerbridge'a 
wire stem, introduced. This st«m may be left in place for one 
month, or the dilatation may be maintained by passing the steel 
dilators once or twice a month. Chlorosis is a frequent complica- 
tion, and must be treated. 

For wlia,t might auteflezions be miBtaken 7 and what is the differ- 
ential diagnosis 7 
AnteflesioDs might be mistaken for a fibroid of the anterior wall 
and anterior inflammatory and cellulitic exudations. The sound 
passed into the uterine cavity will determine these conditions. 

BETROVERSIOii AND RETROFLEXION. 
Define these. 

B«trovtirsion is the stable inclination of the fundus uteri back- 
ward, the shape of the organ being extended or slightly acteflexed 
(Shultze). Retroflexion is the stable or permanent backward dis- 
location of the fundus uteri, with simultaneous bending of the 
nterus over its posterior surface. There is usually first a version, 
then a flexion, due to a continuance of the intra-abdominal pressure 
aeliug upon the anterior aspect. 
What are the etiology and anatomy? 

The cause may be acute or chronic. Acute (rare) : falls, blows 
on the abdomen, lifting heavy weights, all of these accompanied by 
the condition of a full bladder. 

Chronic : arrest of development, resulting in a long cervix and 
short anterior vaginal wall. The dilaintion of the bladder pushes 
the uterus back into retroversion. K metritis is present, it be- 
comes rigid and stable. Senile shortening of the anterior vaginal 
iFa}} aJao produces this condition. 
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RetroTeruoQB and flexions ore more common in married than 
in unmarried women, due to the effect of parturition. The dorsal 
position with an habitually full bladder, relaxation of the ligaments, 
and getting out of bed too early after labor are also causes. 

Relaxation of the utero-sacral ligameute alone, caused by para- 
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metrids posterior or combined with anterior fixation of the cervix, 
due to shortening of the utero-vesical ligaments, will result in 
posterior displacements, and is their most common cause. 

These conditions being present, the distended bladder pushes the 
uterus back, and the intra-abdominal pressure comes to act directly 
on the anterior wall, completing the displacement. 

Flexions result from differences in the nutrition of the anterior 
and posterior uterine walla. 
What are tlie compUcationB? 

There is usually more or less catJirrhal endometritis present. 
The uterus is enlarged and rigid, due to metritis. The ovaries 
become displaced; enlarged, and tender. Relaxation of the anterior 
vaginal wall, with prolapse, is a common complication, Peritonitic 
adhesions, forming between the fundus uteri and the rectum, are 
oomplioations. 
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What are the aymptoms of retroTersionB and flexions ? 

Menorrhagia and metrorrhagia ; Bt«rility ; pa,inrul micturition 
defecation; tender ovaries, due to tra,Gtiou ntid displacementa and 
cauaing iliac paia ; backache; leueorrh<ea; dysmenorrhoea ; tend- 
ency to abortion ; reflex neuroses. 

Wba,t is the diagnosis 7 

This is determined by digital and bimanual examination. The 
cervix will be found pointing forward nearer the vulva, and in the 
anterior part of the pelvis. The finger being passed backward 
along the posterior wall of the cervix into the posterior fomis, the 
fundus uteri will be felt. In retroversions the body is directly 
continuous with the cervix. In retroflexions a sulcus or kink will 
be found in the posterior wall, and it is more difficult to recognixe 
the connection between the body and cervix. This last can best 
be accomplished by bimanual examination. The body moves with 
the cervix, and the sound passes backward. 

For what might you mistake retroversions and flexions? 

Tumors and exudation masses behind the uterus. Bimanual 
examination will always show the presence of the uterine body in 
front of a tumor. The uterine sound may be employed, except 
during the acute stage of inflammation. Drawing down the uterus 
with the volsellum will often show the relation of the fundus to 
the tumor. 

What is the treatment? 

Iitdicati'Dig : (1) Cure the exciting complications; (2) replace 
the uterus ; (3) retain in position. Retroversion due to arrest of 
derelopmont can usually be easily replaced, but it is difficult to 
keep in position. Pregnancy has a favorable influence upon this. 

When due to senile involution, as a rule, there are no symptoms, 
and therefore no treatment is required. When due to anterior fixa- 
tion of ihe cervix, promote absorption of the results of parametri- 
tis. When due to high posterior fixation of the cervix, treat the 
posterior parametritis. When due to shrinking of the posterior 
wall or elongation of the anterior wall, remove tumors or infiam- 
matory condition and place an intra-uterine stem. When due to 
relaxations of the utero-sacral ligaments, the treatment consists in 
replacing the uterus and keeping it in position by a suitable pes- 
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Wliat metboda are employed to replace a retroTerted ntenis 7 

(1) Binmuual vaginti-abdominal and recto-ubdomiiial manipula- 
tion; (2) sound and ufurine rcpositor; (Ji) geiiu-pectoral position 
and manipulation ; (4J Sims's position. 

Describe the bimaiiual method. 

This, aa deseriLed by Sliultze. is said bj him to be the " only 
proper method." The patient being placed in tbc dorso-horizontal 
position, the index and middle fingers of the left hand are intro- 
duced into the posterior fomiK of the vagina, or, if this does not 
reach high enough, thoy may be introduced into (lie rectum. The 
body of the uterus is now pushed upward on one side uf the sacral 
promontory to the brim of the pelvis. The right hand, on the 
abdomen, now grasps the fundus and draws it forward, while the 
internal fingers are placed in front of the cervix and push it back- 
ward and upward, in this way completing the reposition. 

Describe reposition fa; the uterine sound. 

This may be employed when the uterus is too sensitive to be 
pushed npward by the fingers, but is always more or less unsafe. 
The Bound is first enveloped in cotton and dipped in a carbolic solu- 
tion. It is then introduced, concavity backward, and the handle 
made to describe a circle from behind forward; then slowly de- 
pressed, throwing the uterus forward. 

Describe the genn-pectoial position. 

This method is applicable when a gravid utems becomes wedged 
below the sacral promontory. The patient being placed in the genu- 
pectoral position, the cervix is gi-asped with a pair of volsella or 
bullet forceps and drawn down ; at the aauie lime the fundus is 
pushed forward by the finger in the rectum. 

What is the treatment by Sims's position? 

The patient is placed in Sims's position and the fingers of the 
right hand introduced into the posterior fornix. The fundus uteri 
is first raised to the brim of the pelvis ; then during expiration 
the fingei^ are shifted in front of the cervix, and this is pushed 
strongly backward, completing tho reposition. 

Describe the method of treatment in cases where tho fundus is 
fixed posteriorly by adhesions. 
Gentle massage of the adhesions through the posterior fornix 
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with one or two fingers for five or ten minutea at a. time, stretching 
the adhesions at the same time by gently pushing up the fondus ; 
hot douches and sitz-baths ; boroglycerite or iodide -of-potash tam- 
pons, pushed well into the posterior fornix and allowed to v 
twelve to twenty-four hours. Forcible breaking up of adhes 
under ansesthesia by bimanual manipulations is sometimes resorted 
to,,but is dangerous. 

How is the uterus retained is position after reposition? 

By pessaries and operations. 

PESSABIES. 
What are the best varieties ? 

(1) Figure-of-eight, made of copper wire covered with soft, rub- 
ber, or, after being fitted, copied in hard rubber. (2) Sledge-shaped, 
made of same materials. (3) Hodges' and its various modifications 
by Emmet, Thomas, and Albert Smith. 

What ia the main object to be attained hj a pessary ? 

The retention of the cervix backward, not the pushing of the 
fundus forward. 

Describe the fignre-of-eight pessary. 

A ring of the materials named, and of suitable size for the case, 
is first drawn out into an oval shape, 
Fio. .54. and then twisted on itself, forming 

"""^ two loops, the upper one small and 

curved upward, the lower one larger, 
somewhat pointed at its extremity, 
and curved down. 
Describe the sledge pessarjr. 

The same ring is first drawn into 
an oval form, and then one end, 
which is to be the lower, is bent for- 
waidoninself andfiattened. Hodges' 

pessary and its modifications are 

iiodgei' nowid lAner ['usary, made of hard rubber. 

The Albert Smith pessary is nar- 
row at the lower end and curved down, broader at the upper end 
and curves up behind the cervix. 
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What is the me^od of introdncmg a pessary ? 

This may bo done ia the Sims or dorso-horizontal positior 
peasary is grasped firmly be- 
tween the thumb and fore- 
finger of the right hand by its 
lower extremity. The labia 
are separated by the left hand 
from below. Introduce the 
peasary first in a vertical or 
slightly oblique asia, pressing 
Etrongly down on the peri- 
neum, thereby gaining room. 
As Boon SB the ostium vaginae 
ia passed halfway, turn the 
peasary into a horizontal posi- 
tion and continue the intro- 
duction by the index finger of 
the right or left hand placed 
against the internal loop or 
bar, and carry thia along the 
posterior wall up behind the 
cervix, as shown in the figure. 

In the figure-of-eight pessary the 
smaller loop. 

The sledge pessary ie particularly adaptable to relaxed conditions 
of the pelvic floor. 

What are the contraisdicatlonB to tlie Tise of pessaries 7 

They should never be used until all pelvic infiammation has been 
removed. They should rarely be used unless the uterus can be 
thoroughly replaced. 




.Albert H. Smith's F«»H7. 

lervix must be fitted into the 



A pessary should be removed once a miiitth, cleaned, nnd replaced. 
After the introduction of a pessary for the first time the patient 
must be questioned as to pain or discomfort in walking, sitting 
down, crossing the legs, etc. She should be told to remove it if 
it causes pain. She should be seen every day for a few days, to 
see that the uterus remains in position. 
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Wliat operative procedoies may be resorted to for retaining a 
replaced retroverted or retroflexed uterus? 
(1) Shorceiiing t!ie ruuiid lig.mieiLtrt (AksauJer's operation), nnw 
rarely rej^orted to ; (2) ventro-tixation or lijslerorrhaphy ; (H) 
Shiicking's operation. 

DeBcribe Alexander's operation. 

The moas veneris is shaved and prepared antiseplienlly. An 
I is made, Ij to H inchea in length, parallel to Poupnrt'a 




ligament, in an outward direction from the pubic spine. This in- 
cision is made down to the intercolumnar fascia covering the ring, 
which is indicated by the oblique fibres crossing the ring and by 
the protrusion of fat at the lower end. The protruding tissue, in- 
cluding the round ligament, is now lifted by an aneurism tiftaiVii., 
S— Cj-n. 

J 
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grasped by the fingers, polled out, and sutnred to the pillare of the 
ring. The same thing is done for the other side. The wound is 
now closed with catgut, silk, or silver wire, and the usual anti- 
septic dressings apphed. The patient is kept in bed for two 
three weeks, and a pessary must be worn for some months. 

The operation is rapidly going into disuse, on account of its 
being unsuccessful in permanently holding the uterus forward, and 
owing to its est-ablishing one pathological condition, anteversion 
with fixation, for another. It is also inapplicable unless the uterus 
is replaceable, and does not influence the relaxation of the utero- 
sacral ligaments, which is the main cause of the displacement. 

Describe the operation of ventro-flxation. 

This is accomplished by laparotomy, and is indicated, rarely, when 
all other means have failed and there is considerable posterior 
fixation. An inciHion is made in the median line of the abdomen, 
as for any abdominal section. The adhesions of the uterus are 
broken up, and the fundus brought forward and sutured to the 
anterior abdominal wall with chromieized catgut or silk sutures. 
The abdominal incision is closed in the usual manner. A pessary 
must be worn here also for some time. 

Describe Shncking'a operation briefly. 

The uterus having been replaced and held anteriorly and to one 
side, a sound is passed into the bladder and pushed strongly to the 
other side to avoid injury t« the bladder-wall. A curved canula, 
containing a concealed needle threaded with carrying thread, is 
now introduced to the fundus of the uterns. The needle is pushed 
forward by its handle through the canula, piercing the uterine wall, 
Qurving downward, and appearing through the anterior vaginal 
wall near the cervix. The carrying thread is then grasped and 
the needle and canula withdrawn. A loop of floss silk is passed 
through the loop of carrying thread and drawn back and out at 
the external os. The two ends are now tied together, producing 
a pathological nnteflesion. 

DESCENT AND PROLAPSE OF THE UTERVS. 
Deflse these. 

The uterus is said to descend when it comes to lie at a lower 
plane in the pelvis than normal, and a digital examination encoun- 
tera the vaginal portion too soon. Prolapse is said to lake place 
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wben the vagina! portion emerges from tbe vulva (ShultKc). The 

latter may be incomplete when the cervix just appears at the vulva, 
or complete, in whiuh the ulerns lies entirely outside the body 
between the thighs. It is always accompanied by more or less 
complete inversion of the vagina and prolapse of the posterior 
bladder-wall. 

Other displacements may coexist with descent and prolapse. 
The uterus is usually retrovcrted and fleied. 

What are tlie etiology and anatomy? 

The uterus is maintained iu position by the support of the 
vagina, the bladder, its own ligaments, and the pelvic floor. 

The predisposing cauee* of prolapse are childbirth, causing a 
relaxed condition of the vagina, and of the peritoneal and liga- 
mentary attachments of the uterus ; retroversions, due to an 
habitually distended bladder. In these cases the intra-abdominal 
pressure, acting through the intestines, is brought to bear upon 
the uterus unsupported by the bladder, and descent and prolapse 
result ; relaxation of the pelvic floor, sueh as is produced by lacera- 
tion of the perineum and in old ago ; and laborious occupation and 
increased weight of the uterus. 

The exciting caiue» may be acnte, blows, falls, severe exertion, 
heavy lifting, etc., or chronic, which is much more common. The 
ohranic causes are practically the same as the above predisposing 
causes, resulting in gradual relaxation of the uterine support. 

Hypertrophies of the cervix, either of the infravagiiial, supra- 
vaginal, or intermediary portion, and usually accompanied by pro- 
lapse, abdominal tumors, and ascites, are caused by pressure of the 
uterus downward. 

Wliat are the BTmptoms and diagnoBis 7 

The ij/mploms of descent are those of retroversion and any coex- 
isting complications. The symptoms' of the acute form are violent 
pain, vomiting, vertigo, fainting, followed by retention of urine, and 
signs of peritonitis ; of the chronic form are, first, a feeling of 
weight and tension in the hypogastric, iliac, and sacral regions, 
followed hy frequent and difficult micturition ; in complete prolapse 
discomfort froni the protrusion and excoriation of the parts. 

What la the diagnosis 7 

Inspection when the prolapse is partial shows tbe prolapsed ante- 
rior and posterior vaginal wall, the protruding cervix and os in the 
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centre. Ascertain by vaginal examination whether the anterior 
and poi^terior fornicea are in their normal position or are driveD 
down. If the anterior fornix is obliterated and the posterior for- 
nix normal, there will be an hypertrophy of the intermediary por- 
tion of the cervis. 

When the prolapse is complete, the external covering of the 
tumor can be distinguished as the vaginal wall by its smooth, dry 
surface and remains of columnte rugarum. The external os is at 
the apex of the tumor. By palpation the body of the uterus can 
be felt, and it is characteristic in shape. A sound introduced into 
the cavity is a convincing proof after fornices of the vagina aro 
obliterated. 

The uterus is usually enlarged and the cervix hypertrophied and 
eroded in complete prolapse. A sound introduced into the blad- 
der through the urethra reveals the extent to which the bladder is 
displaced. 

For what conditions ma? prolapse be mistafi^en 7 

(1) Hypertrophies of the cervix without prolapse ; (2) prolapse 
of tbe vagina ; cystocele and rectocele ; (3) prolapse of an inverted 
uterus ; (4) uterine polypus ; (5) tumors of the vagina or vulva. 

One diagnostic mark of prolapse is that the tumor is redueibia, 
but the diagnosis should first be made before reduction. 

What is the treatment? 

IVoph^lact.ie : By preventing laceration of the perineum, and by 
timely and appropriate treatment of retroversions. 

Immediate: (1) Replace tbe uterus, and keep it in position by 
pessaries or operations ; (2) amputation of tbe cervis ; (3) vaginal 
hysterectomy. 

Reposition in difficult cases is best accomplished in the knee- 
elbow position. When first replaced the uterus is usually in retro- 
flexion, and tbe reposition should be completed by the hand on tbe 
abdomen. A cradle pessary or an Albert Smith in slight prolapse, 
without rupture of the perineal body, will usually suffice to retain 
the Dterus. 

The various operative measures for cure of prolapse are — (1) 
repair of the perineum and narrowing uf the vulva by uniting the 
lower portion of the labia majora (episio-perineurrhaphy); (2) nar- 
rowing of the vagina (colporrhnphy) ; (3) combination of the above 
methods; (4) j>erironenl fixation and Alexander's operation ; (5) 
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amputation of the cervix alone or with any of the above ; (fi) vagi- 
nal hysterectomy (extirpation of the uterus). 

Bepair of the perineum and uniting the lower portion of the 
labia majora are indicated in cases of slight prolapse with a torn 
perineum. 

When the prolapse is more extensive a combination of Hegar's 
posterior colporrhaphy and perineorrhaphy with a Martin's ante- 
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rior colporrhaphy will in the majority of cases sufRee to hold the 
uterus in position. Amputation of the cervix is indicated in hyper- 
trophies of the latter. 

Vaginal hysterectomy is only resorted to in those cases of com- 
plete prolapse where other means of treatment seem useless. 



Ekvalion results from myomata, ovarian ■cysts (especially those 
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between the folds of the broad ligaments), hseinatocolpoa, cicatricial 
contraction in the folds of Douglas, and superior fixation, due to 
perimetritic adhesions after pregnancy. 

Ante.pogition, due to retro-uterine lumora, chiefly pelvic hfflmato- 

Retropontion is due usually to peri- and parametritic inflamma- 
tions. 

Latero-positions. venions, and flexion are usually due to inflam- 
matory exudations and tumors to one or other side of the uterus 
or to arrests of development. 

ACUTE METRITIS. 
Define acute metritis. 

An acute inflammation of the parenchyma of the uterus (mus- 
cular and conuective tissue). 

What are its causes ? 

Almost always septic. 

(n) Sepsis after labor or abortion ; (6) sepsis from other causes 
(aa after the sudden eyacuatlon of a large amount of retained secre- 
tions), from the use of sponge tents, from any operatiou upon the 
uterus without antiseptic precautions; (c) acute endometritis; (d) 
acute perimetritis ; (e) intra-uterine injections or stem -pessaries ; 
(/) caustics and cutting instruments used within the uterine cavity ; 
(y) exposure to cold and wet at menses ; (A) excessive coitus, 
especially at menses; (i) gonorrheal infection ; (j) direct injury ; 
(ft) rarely from a simple vaginal pessary. 

What is its pathology? 

It generally includes more or less endometritis and perimetritis. 
The uterus is hyperiBmic, infiltrated with serum and leucocytes, and 
is soft aiid succulent. There may be ecchymoses. There may, in 
addition, be small collections of pus or abscesses of considerable 
sIec. There ia catarrhal endometritis with its characteristic dis- 
charge. 

What are its symptoms 7 

Sudden, sharp chill ; fever, 103° or 104° F., usually of a sthenio 
type, with a full rapid pulse; pain, heavy and dragging; also a 
good deal of intermittent, sharp pain (peritonitic) ; vesical and reo- 
ta) tenesmus; uterus extremely sensitive to the touch; discharge 
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1 and vomiting (^'specially if peri' 



due to the endometritis; 
tonitia exists). 

What is the course of the disease ? 

(1) Mild eases may recover eompletely in a few days or may 
leave a clironic metritis. (2) Cases with formation of abBoesaea 
have repeated chiJls. irregular rise of temperature, sweating, Tlie 
abscess, if small, may disappear. A large abscess — 1, may become 
encapsulated ; 2, may rupture into the peritoneal cavity — usually 
fatal ; 3, may rupture into the uterine canal, when the prognosis 
is favorable ; or, 4, may rupture into the rectum, bladder, or through 
the abdominal wall. 

Upon what is the diagnosis based? 

(1) Upon llie cause and symptoms ; (2) upon the physical signs. 
These are tenderness on pressure or on attempting to raise or depress 
the nt«rus ; enlargement, chiefly antero-posterior, giving the uterus 
a globular feel, such as it presents in early pregnancy. 

What is the prognosis 

Tiia progiwr'- ■= "-■■" 

What is the treatment? 

(1) In the early stages antiphlogistic : long-continued hot 
vaginal douches ; leeches applied to the groins ; ice-bag over the 
hypogaatrium ; recumbent posture with the hips elevated ; a 
cathartic (castor oil). If due to sepsis, the uterine cavity should 
be repeatedly irrigated with 1 : 40 carbolic ; opium is required to 
relieve pain. 

(2) In the later sl-ages, essentially a chronic metritis, hot vaginal 
douches ; glycerin tampons ; scarification of the cervix. 

(3) When an abscess forms, wait until it points; then incise it. 
But where it is distinctly extending toward the peritoneal surface, 
it is better not to wait, but at once to evacuate it through the 
uterine canal or the vagina. 

C3HRONIO METRITIS. 
Define chionic metritis. 

An enlargement of the uterus, due to an increase in connective 
tissue, and in which the uterus is sensitive to pressure. (This in- 
cludes subinvolution.) 
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i'e, owing to the danger of abacesa-formatio 



I 



120 DISEASES OF T! 

Wba,t different opinions are held in regard to its occurrence ? 

(1) Some authora say that it never occurs; (2) some say thut 
. 18 the most frciiuent disease of women ; (3) Seifert coTiaiders it 
lerclj subinvolution ; (4) Klob, followed by ThomaK, oonaiderB it 
merely areolar hyperplasia following loiig-uontinued congestion ; 
(5) Tuttle's definition is as stated above. 
What are the prediBposinE causes ? 

(1) Any disease, acute or chronic, impairing the general health ; 

(2) frequently-repeated parturition or abortion. 

What are the existing caoseB 7 

Those producing subinvolution : (1) Getting up too early 
ailer parturition; (2) retention of placenta, membranes, or clots; 

(3) pelvic peritonitis or cellulitis; (4) laceration of the cervix; (5) 
all forms of septic infection ; (6) early resumption of hard work ; 

iarly resumption of coitus ; (8) non-lactation ; (9) abortion if 
Foman gets up and resumes sexual relations too early. As a 
result of these the retrograde metamorphosis does not take place, 
and the uterus is left with an abnormal amount of connective and 
muscular tissue. 

Causes producing constant or repeated active hyperainiia : (1) 
issive coitus; (2) intercourse with impotent men ; (3) cold 
douches to prevent conception ; (4) masturbation ; (5) obstructive 
dysmenorrhcea ; (6) neglected gonorrhoea] endometritis. 

C. Those producing passive congestion : (1) Interference with 
the general circulation by lesions of the heart, lungs, or liver ; (2) 
local obstruction by tumors or inflammation (especially by babituaJ 
distension of rectum or bladder). 

D, Comparatively rarely has been preceded by acute metritis. 

Describe its pathology. 

There ia a proliferation of connective tisane, chiefly localized 
about the blood-vessels. There is no noticeable increase of mus- 
cular tissue. The lymphatic spaces are dilated. The uterus ia 
always enlarged, but not usually very greatly. 

In the Jirst itage the new connective tissue is being produced. 
The uterus is enlarged, globular, antero-posterior diameter increaaed, 
and is soft and succulent. It thua resembles the uterus ' 
pregnancy. The mucous membrane is conc^ealed. 

The iecond stage, or the atnge of cirrhosia, is not often observed. 
The new connective tissue contracts, forming irregular bands 
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' cicatrices or nodules. Thia tends to obliterato the blood-vessels, 

I the arteries are eoniparativelj thick- walled, the venous 

cirauliition is most impaired. The size of the uterus may be 

diminished. It is firm and white, cutting almost like cartilage. 

The uterine cavity is larger than normal. 

As to siVe, chronic metritis may he general or may be confined 
chiefly to either the body or the cervix. 
Describe chronic metritis of the cervix alone. 

This is found in cuaes of uterine or vaginal prolapse. In the 
first stage the os externum is engorged and patulous, the lips are 
separated, and the mucoas membrane everted. lu the second stage 
the cervix is hard, irregular, and nodular ; the lips are broad and 
thick ; there is chronic cervical catArrh. The oodular masses in the 
cervix arecharacteriatic, and closely resemblecommencing carcinoma. 

What are the STmptoma of subinToIntion resnltin; in chronic 
metritis 7 

The trouble dates from a labor or abortion (especially abortion, 
as the patient gets up too early, that her friends may not suspect 
the nature of the trouble, and is also apt to resume intercourse too 
early). 

a. In the early stages there are — (1) a sense of weight and 
pressure and dragging pain, increased by walking or standing; 
(2) pain in the hypogastrium or groin (apt to place hand over 
pubes to support the uterus) : patients cannot ride over rough 
pavements, and they walk carefully ; (3) vesical irritability ; 
(4) obstinate constipation ; (5) leuoorrhcea and monorrhagia or 
metrorrhagia ; (6) dyspareunia ; (7) many of the signs of preg- 
nancy (oft«n there is morning vomiting, the breasts may be en- 
larged and pigmented, and the patient may have the subjective 
symptoms of pregnanoy), but there is no cessation of menstruation. 

b. In [he later stages there are occasional acute exacerbations, 
each leaving the uterus a little larger. These are— general debility ; 
pains (sciatic, sacral, or coccygeal), neuralgias, headaches, sterility, 

ir repeated abortions. 
What are the symptoms of chronic metritb from congestion ? 

There is, first, dysmcnorrhcea, and in the course of years the 
general health is impaired and the uterus becomes enlarged, pain- 
ful, and sensitive. There are leuoorrhcea and menorrhagia or 
metrorrhagia. The patient finally presents the same ajmptoma as 
one in whom the chronic metritis originated in subinvolution. 
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Wliat are the phyBical signs of chronic metritis? 

a. Early stage : Uterus uniforml j enlarged and sensilive ; uterus 
usually prolapsed, and there is often retroflexion and fixatioD. The 
uterine cavity ia always enlarged and more roomy. The uterine 
walla are doughy. The cervix in a nullipara is enlarged, Bwollen, 
and tapers to a point, where the os is patulous, eroded, and presents 
a plug of mucuB. The cervix in a multipara is hlunt and swollen, 
the OS is broad and its lips are swollen and eroded. There is cer- 
vical catarrh. 

!i. Later stages : The cervix is indurated and nodular, and is 
larger than the body of the uterus. The body of the uterus is not 
sensitive to pressure. 

. What are the complications of chronic metritis 7 

Chiefly inflammatory. (1) Peritoneal adhepiona and hands ; 

(2) aoute and chronic ovaritis ; (3) distortions of the tubes (some- 
times hydrosalpinx) ; (4) displacements of the uterus ; (5) endo- 
metritis ; (6) disturbances of menstruation. 

Wluit are the chief diagnostic features of chronic metritis 7 
(1) Uniform enlargement of the uterus ; (2) sensitiveness ; 

(3) pain ; (4) chronicity. 

From what conditions must yon diagnose chronic metritis ? 
(1) Pregnancy; (2) fibroid tumors of the uterus; (3) carcinoma 

Olve the diiferential diagnosis between pregnancy and chronic 



The S3'mptomH common to both are morning vomiting, pigment- 
ation and enlargement of the breasts, and changes in the cervix. 
But in pregnancy menstruation is absent, and in chronic metritis 
it is irregular and profuse. 
What is Hegar's sign of pregnancy 7 

It is a change in the convexity of the 
uterus (a slight bulging) above the vagina. . 
the exclusion of chronic metritis is essential. 

Oive the differential diagnosis between chronic metritis and 
fibroids. 

a. In the case of a small submucous fibroid the uterus would 
not be sensitive, and the uterine cavity would be smaller. (In Ci 
of doubt dilate the os end eKamine the uterine cavity with the finger.) 
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b. With an interatitiai fibroid the uterus 13 Dot sensitiTe, and, 
while the cavity of the uterus is enlarged, there are none of the 
other symptomH of chronic metritis. On bimanual exairii nation n 
locahaed HWcIHug of (he uterine wall can be ielt. 

How would yon diagnose carcinoma of the cervix from chronic 



By the coexiatent uanceroua cachexia; by the age ((.-arcinonia 
rarely occurring before thirty-five) ; by microscopical eiamination 
of a portion cut from the cervix. 

Wbat 1b the course of the disease 7 

Eieeptionally it may give do serioua trouble, but generally it 
undermines the health. Many get worse at the menopause, and 
then get practically well, hut some go on for ten years longer, with 
profuse and irregular menstruation. The tew cases that pass into 
the stage of cirrhosis are freed from almost all the troublesome 
symptom s. 

What is the prognosis? 

When confined to the cervix it may he cured. When the whole 
uterus is involved there is little danger to life, but the prospect of 
cure is very poor. Some few cases are spontaneously cured by 
passing into the second stage. Tbc only danger ia from hemor- 
rhage or peritonitis. 

What is the prophylaxis? 

* Remaining in bed until the fundus is at the level of the sym- 
physis ; remaining in bed seven or eight days after abortion; lac- 
tation if possible. 
What is the curative treatment ? 

(1) Bemedying esisting causes of congestion (catarrh of the 
cervix, laceration, und displacements). 

(2) General Treaiment. — Bowels and bladder regulated; diet 
wholesome and nutritious ; iron if anaemic (strychnine, iron, and 
quinine form an excellent tonic) ; ergotine in doses of \ grain three 
times a day is almost a specific ; baths, but never cold nor sea- 
baths ; change of climate ia often beneficial. 

Weir Mitchell's treatment consists in absolute rest, a stuffing 
diet, electricity, and passive motion. The patient lies perfectly 
still ; does not make a voluntary motion, so much as even to raise 
a hand, for two months ; receives a very liberal diet, and the nutri- 
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tion is maintained by electricity «nd paaaiye motion daily. Tliis la 
rarely practicable, and where it is not the best treatment conaiata 
in moderate exercise in the open air {a walk of a luile or two daily, 
no driving or riding), having the patient keep at her ordinary work, 
bat avoiding straining or heavy lifting. Kestrict eexual intercourse, 
hnt it is often not beat to prohibit it. (Do so, of course, if it causes 
prostration or aggravates the symptoms.) Support the uterus by a 
suitable pessary. Remove pressure from above by the use of sus- 
penders, loose waistbands, and a well-fitting abdominal belt. Reg- 
ulate the bowels (this is very important) : the diet should not be 
of too great bulk and should be lasative ; fresh fruits are especially 
desirable. An enema of 1 or 2 drachma of glycerin (undiluted) 
every night or morning causea a aatisfactory movement of the bow- 
els, and is free from any objectionable effects. 

(3) Local Treatment. — a. Local Deletion. — Scarification, punc- 
ture, leeches. Scarification or puncture may be done twice weekly ; 
neither is eontraindicated by any degree of ansemia, and each is 
very effective; especially useful a few days before menstruation. 
For scarification : longitudinal incisions in the cervical mucous 
membrane: a straight bistoury is used; and for puncturing; an 
instrument called Buttle'a spear is thrust into the cervii to the 



depth of one-fourth of an inch in a number of places. The 
amount of blood drawn should be gss to jij. Hemorrhage ia 
readily checked by the application of alum or tannin. It ia not 
necessary to apply suction, as by cups. (Do not tell the patient 
what you are doing, but tell her that the tampons will be stained.) 
Leechea are applied through a cylindrical speculum. The cervix 
is first plugged with a bit of cotton, and then punctured. Leeches 
are uncertain aa to the amount of blood they will withdraw, and 
there is a liability to profuse subsequent hemorrhage. 

b. Voffinal Douchee. — Prolonged injections of hot water, 100° to 
110° F., or of hot salt solution, are very beneficial in all conditions 
where there is congeslion. 
How Bltould a vaginal douche be administered 7 

"The injection can be better given after the patient is undressed 
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for the night and in bed. She should be placed near the edge of 

the bed, with the hipu elevated as much as possible by the bed-pan, 
and a small pillow under her back, the lower limbs being flexed. 
Her body must be covered to proleat her from the cold, and her 
position made perfectly comfortable ; whenever the bed is a soft 
one, for the purpose of keeping the hips elevated a broad board 
should be placed under the pan to prevent it from sinking into the 
bed from the weight of the patient. The vessel of hot water is 
placed on a chair by the bedaide, and the nurse passes the noiizle of 
the syringe into the vagina, over the perineum, directing it along 
the reeto-vaginal wall until it has reached the posterior cul-de*Bac. 
The water must be thrown in at first very carefuily, until the 
vagina has become distended " (Emmet). 

A fountain syringe may be used instead of the bulb syringe, as 
above described, and in every case the perforations in the nozzle 
used should be lateral, to avoid the danger of the fluid being in- 
jected into the uterine cavity. 

c. Tbnyjons. — The moat useful are glycerin tampons, with chlo- 
ral or iodoform as an anodyne. Tampons impregnated with alum 
are not so desirable, aa their astringent action cannot be limited to 
the cervis, but extends to the vagina. 

d. Coimler-irTitatloii. — This is best effected by tincture of iodine 
or Churchill's tincture, diluted one-half with glycerin and applied 
to the entire raucous membrane of the uterine canal. The canal 
is first moderately diluted by graduated sounds ; then an applica- 
tor wound with cotton soaked in the solution is passed rapidly 
into the uterine canal and allowed to dry there (always protect the 
vagina from the excess). Then freely paint the vaginal surface of 
the cervis with tincture of iodine. (A glycerin tampon should 
then he introduced, to be removed by the patient in twenty-four 
hours.) The solid stick of nitrate of silver may be passed into 
the uterine cavity, or the cervix may be blistered by painting its 
vaginal surfaee with oantharidal collodion. But these measures 
are not often necessary. 

e. Operations. — (1) Martin's operation consists in amputation 
of the anterior lip of the cervis. It will often cause redaction in 
the oize of the entire uterus. The objection to it is the distortion 
produced. (2) Kmmet'a operation, or trachelorrhaphy, is for the 
repair of laceration of the cervix, and is often followed by brilliant 
improvement. It is the one to be chosen in most oases, (3) Schroe- 
der's amputation of the cervis consists in the removal of a cicculii.'c 
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Ige and Bnturing the vaginal to the cervical mnoouB 
3 elfective and ia to be preferred in sume caees. 



embrane. " 



APPLICATIONS THEOUOH THE SPECULUM. 

escharotics, and must not be kept 
vagina. 



(A) In substance (stick, cryst: 

1. Nitrate of silver, 

2. Cauatjc potash, 

3. Chloride of zinc, 
. Chi 



5. Alum, 

6. Tannin, 

7. Persulphate of irou, 

8. Sulphate of eopper, 

9. Iodide of lead, 

10. Iodoform, 

11. Hydrate of chloral, 

12. The bromides. 



(B) Fluids: 



'Nitric acid, fuming. 

Chromic acid, sat. sol. in water or diluted. 
- Bromine sol, in alcohol, 1 r 5 or 10. 

Acid nitrate of mercury (aat. sol.). 

Chloride of zinc (sat. sol.). 

Nitrate of silver in strong solution, Jj-Si- 

Carbolic acid, pure. 
■ Iodized phenol, carbolic acid, tr. iodine, equal parts. 

Acetic acid, pure. 

Pjroligneous acid (crude or rectified). 
' Sol, of perchloride of iron. 

Sol. of persulphate of iron (Monsel's). 

Sat. sol. of alum. 

Sat. sol. of acetate of lead. 

Sat, Bol. of Bulpbate of zinc. 

Sat. pol. sulphate of copper, 

tilycerites of alum and tannin. 

Fluid extract of pinus Canadensis. 

Fluid extract of hydraetis Canadensis. 

Flnid extract of eucalyptus globulus. 

Fluid extract of witch hasel. 

Bismuth and glycerin. 
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Alteratives. 



Narcotics. 



f Tincture of iodine. 
Compound tr. of iodine. 
Churchill's tincture of iodine. 
Sol. of iodide of potash. 
Sol. of iodoform in glycerin. 
Impure carbolic acid and glycerin, equal parts. 
Sol. of nitrate of silver, gr. x-gss to Jj. 
Sol. of chromic acid, 3J to gj of water. 
Sol. of sulphate of zinc, 10 per cent. 
Sol. of sulphate of copper, 10 per cent. 
Sol. of persulphate of iron, with glycerin, equal 

parts. 
Sol. of perchloride of iron, with glycerin, «qual 

parts. 

' Tincture of belladonna. 
Tincture of hyoscyamus. 
Tincture of opium. 
Tincture of conium. 
Sol. of chloral hydrate. 
Sat. sol. of bromide of potassium. 
Sat. sol. of bromide of sodium. 
Sat. sol. of bromide of ammonium. 
Cocaine. 



Hydragogue. Glycerin. 



Disinfectants. 



' Corrosive sublimate, 1 : 2000. 

Carbolic acid, 1 : 50. 

Boracic acid, sat. sol. 

Chlorine-water. 

Chlorinated soda. 

Bromo-chloralum. 

Thymol. 
^ Permanganate of potash. 



ENDOMETRITIS. 
What are the varieties 7 

(1) Acute ; (2) chronic. 
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ACUTE ENDOMETRITIS. 
What &re its definition and occuirence ? 

[t IB an acute inflammation of the mucous memtrane of the 

i, and is usually general — i. e. not confined to th 
the body esclusivelj. It is not very common, and is said never 

occur before puberty. 
What are its causes ? 

(1) Uonorrhceal infection (there is not necessarily any antfl- 
cedent infection of the vagina or urethra, but this is quite oft«n 
the case). (2) Injurious influences during menstruation (cold, 
local injuries, as by stem -pessaries, sounds, and intra-uterine appli- 
cati(»s). (3) It may complicate typhus fever, small-pox, meaaleB, 

(4) Sepsis after labor or abortion. 
What is its pathology? 

The mucous membrane is red and thickened; it is soft and vel- 
vety, and can be stripped off with a scalpel. It presents small 
ecchymoses. The body is more afiected than the cervix. The 
latter is soft, dark red or purplish, and presents a ring of small 
superficial erosions about the ob. Secretion is increased. That 
from the body is at first serous, but later becomes cloudy from 
desquamated epithelium, which under the microscope is seen to 
form casts of the tubular glands. The secretion from the cervical 
canal is yellowish -green or rusty, according to the prepondoranca 
of pus or blood. It excoriates the vagina and vulva. 

What are the complicatioas 7 

Acute salpinjritis, acute metritis, acute peritonitis, vaginitis. 
What are the symptoms 7 

(1) Chill not present in the majority of cases. (2) Rise of tem- 
perature to 100° or 101° F. (3) No pain unless there are compli- 
cations. (4) After two or three days increased secretion of the 
character above described. (5) In gonorrhceal or severe septic 
cases we have added nausea, vomiting, pain, vesical tenesrous, sad 
tympanites. 
What are the physical Bignsl 

(1) Bimanual examination shows the uterus to be of normal size 
and slightly sensitive. (2) The sound should never he used in an 
Boul« process like this, especially if gonorrhoeal or septic. It would 
show great sensitiveness at the os internum and at the fundus, and 
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Us use would be followed by marked hemorrhage. (3) The use 
of the speculum would show the os patulous, with a ropy aecretion, 
and the cervix either simply reddened or dark purple, or with exten- 
sive superficial erosions. 

What Is the prognosis 7 

Doubtful if septic or gonorrhceal, because of the liability to com- 
plications, la other cusea the prognosis is good if the patient will 
take proper care of herself. 

What is the course ? 

The fever subsides in a few days, but the discbarge continues 
two or three weeks. If neglected it may pass into chronic endo- 
metritis. 

Wliat is the treatment? 

(1) Rest in bed should be insisted upon while the acute symp- 
toms last. (2) Cathartics, if required to keep the bowels free. 
(3) Pain if present is treated by hot hypogastric fomentations, and 
Thomas uses opium. (4) Vesical irritation is treated by mineral 
waters and the salts of potash, (5) When the discharge becomes 
purulent simple vaginal douches are given (plain wat^r or with 
some astringent). (6) Depletion, as by leeches or cups, is never 
indicated. 

OHRONIO ENDOMETRITIS. 
S.OV frequent is its occurrence ? 

ft is perhaps the most common of gynecological diseases. It 
may be limited to either the body or the cervix of the uterus, or 
it may be general. 

CHRONIC CORPOREAL ENDOMETRITIS. ' 
What are its causes 7 

(1) Those producing active hyperasmia. (2) Those producing 
passive congestion. (3) It may he consequent upon acute endo- 
metritis. 

The causes most frequently operating are — 1, sexual excesses; 
2, iooal irritation by too hot or too cold vaginal injections or by 
injudicious treatment by gynecologists; 3, displacements of the 
sterns, especially prolapse, and in virgins flexions and stenosis ; 
4, neoplasm, especially fibroids ; 5, gonorrhosa is the most import- 
ant of all, and there need not neceasarilj be *\v\&\«\'^ ^1 -^^L'^jiv'C-vf.. 

S—Gfo. 
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What IB tile pathology ? 

The mueoua membrane ia congested and thickened (may be 
3^g inch, or even J or J inch, in thickness); there are superficial 
ecehymoHes, which when old appear as jellow or hrown or black 
spots ; the surface is smooth, velvety, and of a pinkish hue, but 
muy be thrown into folds or papillary masses completely filling 
the uterine cavity. The utricular glands arc dilated, their mouths 
being blocked, and some may rupture. 

What Tarieties are distinguiBliable microscopically? 

I, Glandular endometritis : 1, hypertrophic ; 2, hyperplastic. 
n. Interstitial endometritis. 
m. Mixed endometritis. 
IV. Fungons endometritis. 

Describe elandnlar endometritis. 

(1) In simple or hypertrophic glandular endometritis there is 
marked proliferation of the epithelium lining the utricular glands. 
Thus the glands become distorted and their walls are thrown into 
dentate elevations. As seen from the surface, the mouths of the 
glands are irregularly stellate. 

$2} In hyperplastic glandular endometritis new glands are added, 
may be so numerous as to fairly honeycomb the mucous mem- 
brane. They may be diverticula from the general surface or from 
the old glands. 

Describe interstitial endometritis. 

It is chiefly cellular in the early stages. The round cells of the 
stroma are increased in size and number, and have large nuclei. 
Later the cells become spindle-shaped, the Buclei oval and less well 
defined, and finally dense connective tissue results, which compresses 
and distorts the glands. If the intercellular substance is princi- 
pally affected, there is marked production of dense new connec- 
tive tissue; the glands are after a time obliterated and the secre- 
tion destroyed. 

Describe mixed or diSiisa endometritis. 

All the elements of the mucous membrane are invc 
different deforces at different parts of the surface. Thi; 
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This ia a clinical clans in which a certain numher of griiwthn (ute- 
rine fungoai ties) occur aBaresult of on endometritis (most often mised, 
bat it may be glandular or interstitial). To the naked eye these 
look like white or red currants ; they are very vascular and bleed 
readily. They may be sessile or pedunculated. Microscopically, 
they consist merely of hyperplastic mucous membrane. They are 
said to occur almost excluaively after labor, or especially after 
abortion, as the result of chronic endometritia set up by retained 
bits of placenta. 

What are tbe Brmptoms? 

(1) Hemorrhage is the characteristic symptom. (If the dis- 
charge is purulent, it probably cornea from the Fallopian tubes; if 
there is a free watery discharge, the existence of a tumor is to be 
thought of,) There is profuse menatr nation and irregular hemor- 
rhage between the periods. 

"" " ■ ' ■ ■ ' ■ ' lally in the interstitial 

I the most prominent 
iky pains, and there 
ially in virgins. (6) 
" Middle pain " is a sudden uterine colic occurring halfway be- 
tween the periods, (c) Constant pain with exacerbations, (d) 
Others feel best at or after menstruation (especially those with 
free flowing), (e) Indefinite pain. 

(3) Seaeibilift/ to the Sound. — There are great pain and hemor- 
rhage on passing the sound. The greatest senaitivenesa is at the 
OS internum and at the fundus. 

(4) SterUify or a tendency to abortion. 

(5) Symptoms like those of pregnancy — "morning sickness," 
changes in the breasts. 

(6) Dhturbance of Digestion. — True dyspepsia or a nervous 
form characterized by a capricious appetite and distress after eating. 

(7) DUlurbance of the Nervous Sj/dem. — Melancholia or some 
change of temperament. 

What id the diagnosis ? 

(1) History. (2) Uterine sound: (a) Glandular. The cavity 
is lengthened and more roomy. Sensitiveness is not extreme. 
Rough eKcresoencea can be felt at variona ^oiaU- <^"~, \siy5^'C>&i:^, 



(2) Pain is excessive at the periods, cspeci 
form. (In the glandular form hemorrhage 
symptom.) (n) Dysmenorrhcea, severe Co 
may be membranous dysmenorrhcea, especi 
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Tte cavitj is narrow, and the sound cannot be turned from sido 
to Bide. The mucous mcmhrane is pretty smooth, but not elastic, 
and there may be fungositiea. (c) Fungous, The roughnessea 
are felt at onte. Thej may be scraped out and the fungosities 

What are the complicationa ? 

In nulliparae it ia not apt to be complicated except in gonor- 
rhceai cases, where the iitftammation may extend to the tubes and 
peritaneum. In multipara it often causes metritis, oervicul catarrh, 
vaginitis, displacements of the uterus, or pruritus vulvse. 
What is the prognosis? 

Best in recent cases : glandular ; uturus, not much enlarged ; 
cavity roomy; not much connective- tissue formation; not much 
debility. 

Bad in old cases : glands mostly deformed or obliterated ; men- 
struation scauty ; pain excessive ; general health undermined. (In 
fifty per cent, of all cases the climacteric brings no relief at all.) 

What is the treatment? 

Genera/.^Tonics and hygiene (especially regulation of bowels, 
bladder, sesual relations) ; treat displacements if present ; use of 
ergotine if the uterus is enlarged. 

Local — (1) Ointments may be introduced by a long syringe and 
left to melt in the uterine cavity. They are unscientific, uncertain, 
and useless. Those which have been tried contained lead, bismuth, 
iodoform or calomel combined with cocoa butter. 

(2) Solid alteratives; pencils or suppositories containing iron, 
alum, tannin, or copper. (The best method ia by fusiug the sub- 
stance on the end of a copper wire. It takes four or five minutes 
to melt inside the uterus.) These are not very valuable. 

(3) Solutions are escelleut. The cervix is thoroughly dilated 
(e. ff. by a cervical speculum), and an applicator, wound with cot- 
ton saturated with the solution, is passed quickly into the uterine 
cavity. The uterus contracts, and it is necessary to wait a few sec- 
onds for it to relax before withdrawing the applicator. The most 
desirable applieations are — a. Tincture of iodine, pure ; b. Church- 
ill's tincture of iodine, pure or with BO per cent, glycerin ; c. Bat- 
tey's solution (iodine, alcohol, and carbolic acid); d. Ltq. ferri 
persulph., or liq. fern sesquiehloridi (each with BO per cent, gly- 

oen'aj; e. SatnmteA solution of zinc or copper sulphate. Others are 
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nitrate of ailveror chromic acid, gr. xx-,^, and crude carbolio acid. 
Be sure there is room for the fluid to eseape, else it may be forced 
into the tubes. 

(4) The dull curette (Thomas's wire curette, Fig. (il) is used 
for the removal of fungositiea. The cervix is moderately dilated, 
and then every portion of the aurfaoe of the endometrium is gone 




over with the wire loop. Then a single application is matle of a 
solution of either chromic acjd, nitrate of silver, sulphate of zinc, 
sulphate of copper, persulphate of iron, chloride of zinc, tincture 
of chloride of iron, or carbolic acid. The operation can be done 
without an anEesthetic. 

(6) Intra-vterine Injections. — The syringe is long, with lateral 
orifices. The fluids injected are — tincture iodine ; tincture iodine, 



V 



.Applicator Byiinge U>i Fluids or Ointments. 

Churchill's ; nitrate of silver, gss or less to gj ; pyroligneouB aoid ; 
solutions of iron, copper, or zinc salts. 

GonfTaindicatiom. — (1) Never employ this method without hav- 
ing the cervix fully dilated, and never in cases of acute flexion. 
(2) Never just before, during, or just after menstruation. (.S) 
Never if there is acute inflammation in or about the uterus. 

Bankers. — (1) Uterine colic and slight collapse. (2) Fluid may 
pass out through the tubes into the peritoneal cavity. (8) Or into 
the veins and produce acute phlebitis. (4) Entrance of air into 
the veins. 

Rule».—(l') Fluid should be ot least 80° or 90° F. ; (2) exclude 
air ; (3) bladder and rectuiu empty ; (4) confine patient to bed for 
a few hours afterward. 

Methods. — (1) Bandl'a eanula, pyroligneous acid. A double tubu- 
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ir speculum is introduced (a long specnlnm with a short wide one); 

le cervix is seized bj a tenaculum and drawn well down, the 
long inner speculum hcing removed. Baudl's cnnula is intro- 
duced about one-fourth of its length into the uterine cavity ; the 




cylindrical specnlum is filled with crude pyroligneous acid, and the 
canula is pushed on into the uterus, 

(2) Tincture of iodine, ten or twelve drops introduced into the 
uterine cavity through a long uterine syringe with pinhole lateral 
orifices. 

(3) In old, long-standing cases dilate the cervical canal ihor- 
oughlj, and irrigate the uterine cavity with 3 per cent, carbolic 
acid by means of the Fritsch-Bozeman intra-uterine catheter. Then 
scrape out the entire endometrium with a sharp curett«. 

The patient should remain in bed for four or five days, and 
then ten or twelve drops of pure tincture of iodine are injected, 
and the patient may get up twenty-four hours later. The injection 
of tincture of iodine should be repeated twelve times, at intervals 
of two or three days. 

Some objections urged against this lost method are — 
(1) That it is dangerous. (It is not dangerous if performed 
wiUi antiseptic precautions.) (2) That it is impossiblo to scrape 
DBt the endometrium. (Others say that they can do it.) (3) That 
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it oausea sterility. (This is not true : furthermore, it BotaQtitnes 
cures sterility.) 

Menstruation is generally absent the first two periods after this 
treatment, but returns at the third period. 



What ia the ocourrence 7 

It ia the moat common gynecological disease. In virgins and 
nuUiparsB it is limited to the mucous membrane ; in multiparte the 
inflammation involves all parts of the cervix. 
What are the causes 7 

I. Predisponing. — (1) Long conical cervix (in nuUiparte) ; (2) 
general debility from rheumatism, gout, tuberculosis, nephritis, 
ohloroaia or aniemia, bad surroundings, and exposure ; (3) frequent 
parturition. 

II. Exciting. — (1) Immoderate sexual intercourse ; (2) attempts 
to prevent conception ; (3) intercourse with impotent men ; (4) 
mastnrbation ; (5) extension of inflammation from vagina or body 
of uterus ; (6) stenosis of os externum ; (7) local injuries, mechani- 
cal and chemical ; (8) labor (laceration and subinvolution) is the 
most common cause in muUiparge. 

What is the normal histology of the cervix 7 

There is no serous coat. The muscular is quite subordiaale to 
the connective tissue, and does not form layers. Then come the 
mucous membrane ; a submucous layer, which does not csist in 
the body of the uterus ; and the parenchyma. 

The mucoiw trumibrane is paler and firmer than in the body. It 
presents anteriorly and posteriorly an arbor vitte. These are formed 
by an anterior and a posterior median pillar with countless lateral 
rugse, and these and the grooves between them are still further 
subdivided, so that the surface presents ever so many minute 
depressions or crypts, and everywhere there are seen the months 
of the glands, which number about ten thousand. The glands are 
simple, tabular, or bottle -shaped, or compound racemose, and open 
into the crypts. The Nahothian glands are glands of any of the 
above forms, the mouths of which have been occluded and the 
secretion retained. The glands are lined by cuhoidal epithelium. 
The general surface is covered by a single layer of cylindrical 
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epithelium which is ciliated (in 
rnal to the esternal OS. It 
^ da, aad at the external ot 
The vaginal surface of the cei 
epithelium, beneath which Ihi 



only) from the 

IB continuous with that lining the 

changes abruptly to flat epithelium. 

?ix is covered by stratified pavement 

papillse and no glands ; it 




thus very much like a cutaneous surface. The cervix is poorly 
^iplied with spinal nerves (hence is relatively insensible), but 
richly with sympathetic nerves. 

What is the pathology? 

In simple recent cases the mucous membrane is congested, thick- 
ened, and softened. There is increased discharge. In old, long- 
standing cases — (a) There is a profiferation of the epithelial eelli. 
This is always in a single layer, and results iu an increase in the 
surface of the mucous membrane in several ways: (1) Chiefly by 
the cylindrical displacing the flat epitheltnm on the vaginal surface, 
thus producing " erosions," (2) At certain points on the vaginal 
lurface the flat epithelium desquamates, leaving exposed the 
mboidal epithelium covering the papillaj, and this iu turn changes 
to cylindrical epithelium. The surface is thrown into folds sepa- 
rated by deep clefts, forming really new glands. The effect of all 
these is the creation of a large additional secreting surface, 

Jb') The glands are chiefly occluded (both old and new glands), 
the contents of these retention cysts may be — 1, ordinary 
secretion; 2, pus; 3, caseous material; or, 4, chalky concretions. 
Each one is abont the size of a pea, and may extend toward the 
cervical canal or toward the vaginal surface, where are normally 
10 glands, and there form knobs. 

Cystic degeneration of the cervix is the name given to those 
eases in which such occluded glands occupy the greater part of 
eervix, including its vaginal aspect. 

What are the varieties of erosions of the cervix? 

(1) Simple; (2) papillary; (3) follicQiar. 

(1) Simple Erosioiia are bright-red spots on the vaginal aspect 
if the cervix, where the flat epithelium has been replaced by 

cylindrical. They set up a continuous and protracted discharge, 
and should always be treated. 

(2) Papillary Erosions differ from simple erosions only in the 
fact that ihe mucous membrane is furrowed by crypts which leave 
papilliform eminences. The furrows are sometimes so deep as to 
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simulate lacerations of the cervix, and might cause unpleasant 
CO mpti cations in the case of an unmarried woman. 

(3) Follicular Erogious are like simple erosions, with the addi- 
tion of retention cyata, some of which may have ruptured. 

Coxcomb Granulations are the hypertrophic folds or ridges of 
the cervical mucoua memhrane which occur in all long-standing 

What are tlie symptoms of cervical catairh 7 

(1) Pain is not a prominent symptom : it is often wholly absent. 
Later, especially with hypertrophy, there is dull pain in the back 
(lumhar and sacral) and pelvis. With retention cysts there is con- 
stant burning pain in the cervix. 

(2) Dyspareunia : severe itching and burning follow sexual inter- 

(3) Discharge may he absent. In simple oases it ia clear and 
viscid ; in old cases, turbid, purulent, and more viscid ; in the worst 
cases extremely viscid and elastic. 

f4) Sterility, the discharge acting as a mechanical barrier. 

(5) Debility, as the discharge may he a constant drain on the 
system. 

(6) Vemeal irntahiUty. 

(7) Congtipation. 

(8) FiiRclional Distwrbancet : (n) Reflex congestion of ovaries 
and uterus (menorrhogia or metrorrhagia) ; (6) neuralgia, head- 
ache, sometimes hysteria. 

What are the physical signs? 

In Virgins. — There may he a long, narrow cervix, which is en- 
larged, sensitive, and succulent. No erosions. On dilating the OS 
the cervical canal is found dilated and filled with coxcomb granu- 
lations. Abundant discharge. In another class of cases the os is 
rather wide, and there are lai^e papillary erosions which resemble 
a laceration or eversion of the cervix, 

Ir Mukiparx. — The lips of the cervix are usually lacerated and 
the mucous membrane everted, with possibly deep clefts and the 
formation of cysts. Tlie last are better felt than seen. 

What is the diagnosis? 

(From catarrh of the body of the uterus.) (1) The cervix alone 
is tender ; (2) presence of erosions ; (3) thick tenacious discharge. 
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What is the course ? 

Exceedingly slow, and showiDg no tendency toward epontaneous 
recovery. A certain number of cases are followed by carcinoma, 
of the cervix. It ia often impoaaible to distinguish under the 
microscope between an erosion which is healing and carcinoma. 

Is the prognosis good? 

Yea, if the case is properly treated. 

What is the treatment 7 

It may be — (a) General. — Remove the regular causes ; improve 
hygienic conditions ; limit sexual intercourse ; regulate the bowels 
and bladder ; and remedy displacements of the uterus. Or 

(fi) Local.— I. For Simple Erosion. — (1) Emollient vaginal 
douches, salt, bran, starch, linseed oil, tincture of opium, or bella- 
donna in warm water. (2) Applications ; tho best is pyroligneous 
acid, poured into a tubular speciilum, so as to bathe the cervix for 
a few minutes. This is done three times a week. 

2. For Papillary Erosions. — Cut them away with scissors, and 
treat the base with nitrate of silver or chromic acid. 

3. For the Cervical Canal. — Best, tincture of iodine, or Battey'a 
solution (carbolic acid, alum, and iodine), or nitrate of silver. 

4. For Cysti. — Puncture them from the vaginal surface with a 
Buttte's spear or a tenotomy knife, and then bore into them with 
the solid stick of nitrate of silver. 

5. For Caset requiring Removal of the entire Mucous Membrane. — 
(1) Giustiet. — Clean away the secretion (best, a probe with cotton 
powdered with alum and used with a, twisting motion). Introduce 
an applicator covered with cotton soaked in fuming nitric acid or 
with chromic acid. The applicator is left in until it dries. Later, 
repeated applications of nitrate of silver solution or of tincture of 
iodine are made to prevent esuberant granulations. (2) Siir^'cal 
Meaxuret. — Several longitudinal incisions are made through the 
mucous membrane, and two or three days later the entire cervical 
mucous membrane is scraped out with a sharp spoon. Pack a lit- 
tle iodoform gauze into the cervix, and introduce a vaginal tampon. 
This cures all cases except those with extensive cystic degenera- 
tion, and is more desirable than the use of caustics, which is often 
followed by cicatricial stenosis. It can be done in the office or 
dispensary. (Of course the after-treatment consists in alterative 
applications t^) prevent excessive growth of the raucous merabrsne.) 
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6. For an Exteiielve iMceralion.- — Emmet's operation. 

7. For Great Offslic Defeneration. — Schroeder's operation. By 
this method casea can be cured which are otherwise incurable. 




1 




Its only disadvantage is that It leaves the cervix shorter than 
Dormal, 

LACERATION OF THE OBRVXX. 
What is its occurrence? 

It constitutes 32.8 per cent, of all gynecological casea. Perhaps 
e laceration always occurs during parturition, hut in most cases 
i slight, is not recognized at the time, and heals readily. It 
irs in all stations of life, but in instrumental cases it is more 
frequent among the poor. 
Wlmt are its causes 7 

(1) Labor — Tedious, most frequent ; precipitate ; instrumental ; 
manual delivery ; rigid os and premature rupture of membranes j 
cicatricial or malignant tissue in cervix ; incision of cervix for fail- 
ure to dilate. 

(3) .^ftoWi'on.— Criminal. 
What are its rarieties ? 

Complete, partial, unilateral, hilaliiral, stellate, 

A partial laceration extends only through the 
mucous layers, and leaves the vaginal surface intact. 
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"Wliat is its Bite ? 

Most frequently through the ant-erior lip a. little to the left, due 
to pressure by the occiput in the first position. 

Next in freijuency, double, anterior lip to the left and posterior 
lip to the right; bilateral; stellate; unilateral, more often to 
the left. 

fl) Laceration of the anterior lip usually heals readily, because, 
as 0. rule, it does Dot extend into the pelvic connective tiesue. If 
it does BO, we may have veaico-eervical fistula. 

(2) Laceration of the posterior lip as a rule heals readily, but 
it may extend into the connective tissue and produce cellulitis in 
one of the utero-sacral ligaments, resulting in contraction of the 
ligament and displacement of the uterus. 

(3) Bilateral laceration constitutes the great bulk of the cases 
requiring treatment. It is very apt to extend into the connective 
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tissue of the broad ligaments, and we have cellulitis, interference 
with the circulation, pausing ectropion, or, starting from ihc bottom 
of the tear, erosions of the cervix, subinvolution, and prolapse (es- 
pecially if the perineum is lacerated), and retroversion, catarrh, 
cystic degeneration, and a cicatricial plug are produced. The 1att«i 
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is a dcDse mass of cicntricinl tiseue formed at the deepest aogle 
of the laceration hy an incomplete attempt at healing by granula- 
tion. This tissue must be removed in any operation for repairing 
the laceration. 

(4) Stellate laceration \s usually superficial, and produces, as a 
rule, none of the special symptoms of laceration. There is no 
sterility, but, on the contrary, often unusual fecundity. 

(5) Unilateral laceration dues not produce the characteristic 
Bymptoms. The whole uterus is bent toward the injured side (con- 
traction of ligaments consequent upon cellulitis) ; the anterior for- 

FiG. 66. 




nix is as deep as the posterior. The uterine cavity may be appar- 
ently of the normal length, 

(()) Partial laceration is about half a dozen longitudinal fissures 
through the mucous and submucous layers of the wall of the cer- 
vical canal. This acta up catarrh, and the cervix, is somewhat en- 
larged, but it-s walls are thinner than normal. (This condition 
must be distinguished from the ridges and grooves produced by 
ohronio cervical catarrh with coxcomb grnnulationa.) 
What are the symptoms of laceration of the cervix 7 

(1) Pain, lumbar and sacral ; a dragging pain in the groins, and 
a bearing-down pain. All are increased by uny effort, such as, 
standing or walking. 

(2) Vesical Irrilabillly^ very tre(\uei\\, iu.\cWrv<Iv«v. 
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(3) Dytparennia, aod sometimes hemorrtiage afler interoourse. 

(4) Leucorrhcea, profuse and constant. 

(5) Menstraaliini is at first simply profuse ; later it is irregular 
IS to time, and usually profuse, but may be scanty. 

(6) SterilUy. Ijiter aymptoms : 



cipital and at the nape of the 
P temperament, melancholia. 



(7) Anaemia and headaches (oc 
neck). 

(S) NeuralgioB 

What are the physical signs? 

Digital examination is unreliable. Bivalve speculum and a 
tenacnlam in each lip give ocular demonstration of the laceration. 
(It is sometimes impossible for a number of weeks after labor to 
determine whether there is a laceration of the cervis.} 
What are the complications ? 

(1) Chronic pelvic cellulitis; (2) chronic endometritis (com- 
monly fungoid) ; (3) chronic cervical catarrh, with erosions and 
cystic degeneration of the cervix, and sterility ; (4) hypertrophy 
of the cervix or of the entire uterus ; subinvolution ; chronic 
metritis ; (5) displacements of the uterus ; (6) tendency to abor- 
tion. 
What is the prognosis? 

If untreated, a recent laceration may exceptionally cicatrize and 
the symptoms disappear ; but, as a rule, the patients are invalids 
nntil radical treatment is resorted to. Cases operated upon, as a 
rule, are cured of all aymptoma. 
What is the treatment ? 

(1) General ; (2) preparatory ; (3) operative. 

(1) General Trealment. — «, Remove -pressure from above (skirts, 
corsets, etc.) ; h, a pessary is often indicated ; c, tonics. 

(2) Preparatory IVeatment. — To lessen local congestion and to 
cure catarrh, erosions, and cysts — a, emollient vaginal douches -, 
6, scarification (once or twice weekly); c, puncture of cysts and 
touching their cavity with nitric or chromic acid ; d, erasion of 
mucous membrane and alterative applications ; in mild cases Church- 
ill's tincture without the curetting ; e, glycerin tampons ; f, if the 
flaps are very large and very far apart, a single silver suture may 
be introduced one or two weeks before the operation. 

(3) Ojieratii'e Treatment.— Th^ results of operations performed 
immediately after labor are very unsatiafactot j , If profuse hemor- 
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rhage ooour from a, laceration, it may be cootrolled hy one or two 

silver sutures, but n. formal operation had better not be attempted 
for a number of mouths. 

Describe Emmet's operation for tra,cbelorTlLa.pli3r. 

It is tlie best operatioQ for the repair of a laceration of the 
cervix, and depends for ita Buccesa upon usepsis and perfect apposi- 




tion of denuded surfaces, bo that no point of granulation ia left. 
It iH uaually, but not necessarily, done under ansesthesia. The 
bladder and rectum should be empty and the vagina disinfected. 
Three asaistants are necessary, and the operation should never he 
done when there is cellulitis, as indicated by tenderness. 

The patient is in Sims'a position, and the uterus is drawn down 
by two silk sutures, one passed through each lip of the cervix. 
In denuding the flaps begin at the lower part of the lower right- 
hand flap, and cut parallel with its surface up to the angle. Then 
the upper right-hand flap is similarly pared. If a nodular mass 
(" cicatricial plug ") can now be felt at the angle, it oixi.'i^. Va*. 
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Position of PaUi 



The left-hand flop is similarly treated. (Gynecologist use aeie- 
flors, Einniet's curved, but it can be done with a scalpel. ) Hemor- 
rhage is controlled by preesuro or by hot antiseptic irrigation. 

In taiurinff, Emmet's short cervical needle, threaded with a loop 
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of silk lo carry a silver aiitare eight or ten inches long, is used. 
Three or I'our sutures are introduced at each side, beginping close 




. Bftcr Denudation. 



same order by tneane 
i bent flat against the 
iervis, and the vagina is lightly tamponed. 
The patient ia kept in bad two weeks (urination and defecation 

Fni. 72. 
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in the reoumbent position). Antiseptic vaginal doucheB every two 
or three dnys. The eutures are removed on the ninth day, and in 
the order in which they were introduced. 

NEOPLASMS OP THE UTERUS. 
Describe their occunence. 

They are more frequent and more varied than in any other organ. 
This is due to the complexity of its structure. Congenital tumors 
of the uterus are almost unknown. It is doubtfuJ also whether 
uterine tumors ever occur before puberty. 

Wliat is the classiflcation ? 

I. Tumors arising from the parenchyma (i. e. mnacular or con- 
nective tissue) of the uterus : fibromyoma (benign) ; sarcoma (ma- 
lignant). 

IT. Tumors arising from the mucous membrane ; mucous polypi 
(benign) ; carcinoma (malignant) ; adenoma (doubtful). 

FIBROID TUMORS, OR FIBROMYOMATA. 
DeBcribe their occurrence. 

Tliey are the most common nf uterine tumors. Half of all 
women over fifty have been said to have them, but this is an 
exaggeration (Tut tie). 

What is the etioloEy ? 

Race. — African (nearly all who have any uterine trouble have 

Age. — Thirty to forty (never before puberty, and never originate 
after the menopause). 

(The influence of marriage and parturition is unknown. Sterility 
is a result, not a cause.) 

What is the pathology 7 

They all consist of hypertrophic muscular fibres and of connec- 
tive tissue, and hence are all called fibromyomata. In the great 
majority uf cases the connective tissue is so much in excess that 
the tumor may be considered a fibroma. 

Fibroma feels and cuts hard. The cut surface is white, and 
presents even to the naked eye bundles uf connective tissue ar- 
ranged about various centres. There is a distinct capsule of loose, 
highly vascular connective tissue. Aa to site, it is most frequent 
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in the body of the uterua (in its posterior or anterior wall, rarely 

at the sidea> 

Muoma is soft, red, and succulent; it conxiats chiefly of muaou- 
lar fibres, and may be considered a local hypertrophy of the uterine 
wall. Microscopically the muscular fibres are seen to be enor- 
iiioualy hypertropbied, aa in the pregnant uterus. Jt is most com- 
monly found near the fundus. ^. -^y.U-A'^ 

What are the varieties? 

(1) Subseroua or subperitot 
traparietal) ; (3) subi 



ial; (2) interatil 



itcrstitial (intramural, i 



SUBSEROUS FIBROIDS. 
These begin in the muscular w.ill near the outer surface, ani 
'row in the direction of k ' m, . 




ia the posterior wall, less common the anterior wall. They are 
usually multiple, but the others are apt to be interstitial or submu- 
cous. They may be simple or compound, and may have a long, 
narrow or a short, broad pedicle^ A large fibroid with a thick 
pedicle may draw the uterua up, and even stretch it. They moat 
often grow into Douglas's pouch and drag the uterus hack, A 
fibroid, especially one with a long pedicle, may become incarcerated 
in Douglas's pouch. Adhesions may be excited by the raovementa 
of the tnmor, and the tumor become attached to the bladder. Tec- 
tum, nr abdominal wall. The pedicle in some oases is so stretched 
as to give way, and the fibroid becomo an inde^ev^dftat\.'i^slw., ^5. 
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the vascular supply irom the adhesions is sufficiently fiee, we may 
find the tumur iucre^tng in size in its new situation. ■ 

INTERSTITIAL FIBROIDS. 

These begin deeply in the muscular wall, and develop equally ii 

all directions until fiaally a bulging of both external and internal 




enrfaoes is produced. The tumor is surrounded by normal utenne 
tissue; it is usually multiple, may be simple or compound, most 
common near the fundus, and consists principally of muscular 

SUBMUCOUS FIBROIDS. 
Beginning in the layer of muscular tissne immediately beneath 
the mucous membrane and protruding into the uterine cavity, these 
have usually a Iroad. thick pedicle, but may have a long, thin pedi- 
cle, in which case they are called fibrous polypi. 

What are tbe complicatlDns of flbroid tumors ? 
^■i. Changes in structure of the uterus; (1) The whole ut«ru8 
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may be hypertrophied, its walls thickened, and its cavity ii 

in aise and length. (This is often the case with submucuuH jiuu 

iateratitial fibroids.) (2) Chronic endnmetritia, with thickening 




of the mucous membrane and increase in tlie glands, escept over 
the tumor, where the membrane is atrophia. 

£. Changes in the position of the uterus: (1) Aaoent — the ute- 
rus may be stretched until it meaaures ain or eight inches, (2) 
Prolapse. (3) Inversion (can occur only with a submucous polypus 
with a short pedicle). (4) Retroflexion or anteflexion. (5J Incar- 
ceration of the uterus (by a tumor in Douglas's cul-de-sac, fixed by 
adhesions and continuing to increase in size). 

C. Degeneration in the tumor. (1) Softening:. (2) Induration 
(as a rule, after the climacteric). (3) Calcification (occurs about 
theoHmacteric), (4) Suppuration aad gs-ngt^nft (^■s.ti.'iSv.-i ^Vt -^v!sj!^^. 
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word iDto the connective tissue alongside the vagina. Pathology. — 
Atmost escluaively connective tissue. They have a shortj hroad 
pedicle, and are rather fixed. Dangen. — They cannbt rise out of 
the pelvis, and as they grow they become incarcerated and press 
upon nerve and other structures. It is sometimes impossihie to 

Submucous and Interstitial Mbi'oidn give rise to distortion of the 
cervix, and are rather difficult to diagnose. 

What are the symptoms of fibroid tumors ? 

I. Hemorrhage ; 
n. Pain; 
III. Sterility. 

I. Hemorrhage. — At first there is menorrhagia, the duration of 
the menstrual flow increasing until it lasts three weeks out of 
every four. There is no'sudden flooding, hut an insidious loss of 
blood. The blood comes nob from the tumor, nor from the thin 
atrophic mucous membrane over it, but from the rest of the mucons 
membrane. Later, there is added metrorrhagia. The muooas 
membrane over the tnmor becomes ulcerated, and ihe vascular 
capsule of the tumor is exposed. From this there is irregular 
hemorrhage CKcited by any muscular efllbrt or misstep^ etc. There 
is always hemorrhage in the submucous, often in the intfirstilial, 
but not so commonly in the subserous, varieties. 

II. Pain. — In submucoua fibroids it is worst at menstruation 
from engorgement of the tumor, which also acts as a foreign body 
and produces the colicky pains of obstructive dysmenorrhea. 

In interstitial fibroids there may be colicky pain, but more often 
it is a tearing or stretching pain during menstruation, from the 
pressure of the engorged tumor upon the nerves of the uterus. 

In subserous fibroids there is a sensation of dragging and 
weight, especially daring menstruation. There are also attacks 
of peritonitic pain (with fever and tenderness, indicating local 
peritonitis). 

III. Sterility may be the mechanical effect of a large tumor, or 
it may be due to the oomplication, chronic endometritis. 

Tltere may he Symptoms due to Pressure. 
Oit the Urethra. — Partial or complete retention of urine. 
Oti the Bladder. — Vesical irritability ; sometimes residual urine 
and cystitis. 
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On the Ureters. — Partial obstruction or hydro nepliroeis and 
cleatb. 

On the Rectum. — Constipation or fseeal obstruction. 

On Nerves. — Sciatica, numbuest! of tbe liinbs, pain in the joints. 

On Vessels. — Hsemorrboida, varicosities of labia and tegs, 

Wbat Becimdary BymptoniB are sometimea present 7 

Abortion ; leucorrboea (not a prominent Bymptoin) ; asoitea, rare 
(if present it throws doubt upon the diagnosis) ; symptome of early 
pregnancy. 

What are the physical signs of small fibroid tumors ? 

(1) In the case of a small fibroid of the cervix (which would 
have to be differentiated from inversion of the uterus) find the os 
esternum, pass a sound, and by biman.ual examination (under 
ansesthesia if necessary) determine the presence of the fundus of 
the uterus in it-s normal place. 

(2) With a small pedunculated submucous fibroid dilate the 
cervix and introduce the finger. 

(3) With a aubmucoua fibroid with a brond base and high up in 
the fundus, bimanual examination shows the uterus to be enlarged. 
The sound may pass farther than the normal. Pass a finger into 
the anterior fornix, and judge of the amount of tissue between the 
finger and the sound, and also whether there is any localized hard- 
ness. The posterior wall of the uterus is examined in the same 
way. 

What is the differential diagnosis of small fibroid tumors 7 

(I) Chronic metritis ; (2) early pregnancy ; (3) Hnteflexion ; 
(4) retroflexion ; (5) inversion (which see). 

(1) Chronic metritis is characterized by uniform enlargement of 
the uterus, abaence of a hard lump, aensitiveness. 

(2) Early pregnancy : With fibroids the uterus is enlarged, but 
hard. In early pregnancy the nterna is enlarged, but soft and 
clastic, the os is velvety, and menstruation is arrested. (In case 
of doubt wail a month and note changes.) 

(3) and (4) Flexions : A sound with the necessary curve and 
a finger in the fornix of the vagina show that the uterine wall is 
of normal thickness throughout. (In tbe case of a fibroid tbe 
uterine canal is straight, and there is a localized thickening and 
JoduratioD of the uterine wall.) 
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What are tlie pbysical siga& of latge fibroid tumors 7 

(1) Palpation. — a, Outline distinct, consistence hard; h, relation 
to uterus. An asMstant pulls down the uterus with the volsella ; 
you feel the tumor through the abdominal wall ; c, position usually 
near median line. 

(2) Pei-ciiision. — UBually flat, but may be dall-tympanitio if 
covered by intestines. 

(3) Auscultation. — A souffle may be heard, most often over the 
sides, but sometimes over the entire surface of the tumor. It is 
only present when large vessels enter the tunior. 

(4) Vaginal lhuck.—(a) The cervix is hard ; (6) the cervix is 
drawn up. 

(5) Bimanual Examination. — Gives the impression of a mass 
belonging to the uterus. 

(tt) Sound. — Never use it unless you have excluded pregnancy, 
and remember that pregnancy and fibroids may coexist, (a) The 
uterine cavity is increased in length. This is most marked with 
submucous fibroids, where it may be over four inches long, 
(i) The uterine cavity may be tortuous and require several at- 
tempts before the sound is passed quite to the fundus. 

What is the differential diagnosis of large fibroid tumors ? 

(1) From late pregnancy ; (2) ovarian tumor ; (3) extra-uterine 
pregnancy ; (4) haematoaele and inflammatory exudation. 

(1) ^Vom Late Pregnancy- — Symptoms common to each are — 
1, abdominal enlargement; 2, enlargement and pigmentation of the 
breasts ; 3, violet coloration of the vaginal mucous membrane ; 
4, uterine souffle ; 5, morning vomiting. 

The symptoms peculiar to pregnancy are — I, the foetal heart- 
sounds ; 2, foetal movements ; 3, ballottement ; 4, rhythmic contrac- 
tion of the uterus ; 5, softening of the cervix ; 6, arrest of mon- 
atruBtion. 

(2) From, Ovarian Tumor. — 1, Ovarian tumors grow rapidly; 
fibroids slowly ; 2, ovarian tumors begin at one aide ; uterine 
fibroids near the median line ; 3, on palpation an ovarian tumor 
feels soft and doughy ; fibroids hard and well defined ; 4, with an 
ovarian tumor the uterus lies low down in front of or behind the 
tumor ; with fibroids the uterus is drawn up ; 5, an ovarian tumor 
does not move with the uterus ; a fibroid does ; 6, with an ovarian 
tumor neither the uterus nor its canal is enlarged ; both are with 
fibroids; 7, with an ovarian tumor there ia oftew. mwyi'as ■asSi. 
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painful menstruation, but not the menorrhagia and metrorrhagia 

characteristic of fibroids. 

(3) From Extra-vtenne Pregnancy. — Common to both are — 1, 
abdominal tumor ; 2, enlargement and pigmentation of the breast ; 
3, morning vomiting -, 4, uterine souffle ; 5, violet coloration of 
vagina ; 6, irregular and profuse menstruation ; T, attacks of peri- 
tonic pain. 

Peculiar to extra-uterine pregnancy. — 1, rapid growth and lateral 
position of the tumor ; 2, the uterus does not move with it ; 3, 
shreds of membrane (characteristic under the microscope) are oc- 
casionally cast out of the uterine ^cavity. 

(4) From Heematocele or Injlammatoty Exudation. — The history 
is characteristic : sudden onset with fever, pain, and tenderness, and 
the tumor is at first soft and diffuse ; later it contracts and be- 
comes hard, but always remains tender. 

What iB the course? 

(1) As a rule, the growth is arrested at the menopause. It may 
then become indurated or calcified, and sometimes reduced in size. 
The coKse is the diminution in vascularity. (2) The same change 
may take place in younger women in whom from any cause the 
sexual functions cease. 
How may spontaneous core occur in fibroids 7 

(1) Expulsion by uterine contractions ; (2) rupture of pedicle (if 
submucous or subserous) ; (3) eponlaneous enucleation (the capsule 
ulcerates through, and the tumor is drawn out by uterine contrac- 
tions) ; (4) suppuration and gangrene of the tumor itself, and dis- 
charge piecemeal (commonly by the vagina, rarely by rectum or blad- 
der) : diis is very often associated with fatal septic intoxication. 
What are the causes of death 7 

Hemorrhage, rarely ; exhaustion from long-continued drain ; 
peritonitis, rarely ; septic peritonitis ; rarely pressure on uretersj etc. 
What is the prognosiB 7 

Good. Ueciirrence never takes place ; they ore benign. 

Describe the treatment. 

It may be general, or local by electrolysis, surgical removal, re- 
moval of uterine appendages. 

Describe the general treatment. 

Give tonics and prevent incarceration. Keep the tumor out of 
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the pelvis, and if Ia,Tge apply an abdomiaal bandage to support it. 
Bromide of potash probably has iio effect, and the same is true of 
iodide of potash, the salts of zinc, and arsenic and phosphorua 
(Tuttle). All of the above have beeo recommended at different 
times. Ergot acts Id two ways : it causes contraction of the arte- 
rioles themselves, and causes contraction of the uterine muscular 
fibres, further narrowing the vessels and tending to expel the tumor. 
For administration Squibba' ergotin is given hypodermieally. 
Ten minims of the following formula may be deeply injected in 
the abdominal wall, the thigh, or the buttock : 

^. Ergotin (Squibbs'), gij ; 

Chloral hydrate, gsa ; 

Aquie, q. a. ad ^. — M. 

The effect is visible after fifty or one hundred injections, and the 
best cases are interstitial fibroids, which may be positively cured. 
It is useless in submucous or subserous fibroids. 
Describe tbe local treatment by electrolysiB. 

This method of treatment was proposed by Apostoli of Paris, 
but has not yet been generally adopted. The best battery ia one 
in which the elements are about thirty platea of copper and zinc, 
6 by 9 inches, in a solution of chromate of potash. Insulated con- 
ducting wirea and silver intra-uterine probes, with a groove to en- 
sure the patency of the os, and a broad sponge electrode I'or the 
surface of the abdomen, are the apparatus required. No auEOs- 
thctic is needed. The current of 50 to 150 milliampferes should be 
allowed to flow for three to fifteen minutes, according to symptoms. 
Gal V a no -puncture if the tumor ia felt in Douglas' pouch. The 
after-treatment is rest in bed and morphine if required. The re- 
sults claimed for it are — 50 per cent, arrested ; 40 per cent, 
benefited ; 8 per cent, not benefited j 2 per cent, deaths. 

The dangers of this method of treatment are— puncturing the 
intestines; exciting suppuration and gangrene in the tumor, with 
the risk of septic peritonitis, etc.; hemorrhage and collapse. 
Describe the local treatment by surgical remoral. 

I. Removal by the Fojiiia (submucous or interstitial fibroids). — 
(1) Dilate the cervix (after making two superficial lateral incisions) 
until it is large enough to permit the extrusion of the tumor! (2^ 
Make « crucial incision 1 inch long and \ \od\ i.&'i^ ^i-iftA 'CXis.-m.'a*?^. 
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dependent portion of the tiimor, (3) Give ergot systematically, 
and finally, as a, rule, the tumor will be expelled spontaneously, 
(4) If neeeaaary enucleate the tumor at onee with a spoon-saw 
and volsella, finally catting the pedicle with the seissors. The ope- 
ration Bhould be done under ether and all antiseptic precautions 



U. Removal by Abdominal Section. — The mortality is Tery great 
al! over the world (50 per cent., which is very much greater than 
that of ovariotomy), but in the hands of some operators it ia small 
(8 per cent.). 

AVeps of the Operation. — (1) Anajsthesia and usual antisepsis ; 
incision four or five inches long in the median line. (2) Bringing 
the tumor out through the incision. (3) Treatment of the stump : 
(a) intraperitoneal method; (Ji) extraperitoneal method. 

(a) Intrapeintoneal Method. — This is applicable, first, to tumors 
with small pedicles, which are simply ligated. dropped back into 
the abdominal cavity, and the abdominal wound accurately sutured 
throughout. (The results are very good indeed, but these are 
tumors which do not ordinarily require operation. Indications for 
operating upon such a tumor would he — 1, hemorrhage uncontroll- 
able in any other way, and where we cannot remove the appen- 
dages ; 2, continuance of growth in the tumor after the meno- 
pause ; 3, extreme size of tumor rendering life a burden ; 4, rarely 
recurrent ascites.) 

The intraperitoneal method is applicable, second, to tumors with 
short, broad bases, and is as follows : An elastic ligature is parsed 
around the uterus at the level of the os internum ; the tumor is 
removed by a V-shaped incision into the substance of the uterus ; 
this incision is closed by muscular and peritoneal sutures (none 
passing through the mucous membrane) ; the uterus is dropped back 
into the pelvis, and the abdominal wound accurately closed. (The 
dangers of this method are — 1, hemorrhage ; 2, peritonitis ; 3, sep- 
tic infection from opening the iiitra-uterine canal. K this has been 
opened, it must be accurately closed by suture, first of the mucous 
membrane, then of the muscular wall, and then of the peritoneum.) 
The results are less satisfactory than those of the extraperitoneal 
method. 

Sekroeder't Modification of the Intraperitoneal Method consists 
in passing a double ligature through the cervix, tying ofi^ the ap- 
penda'ges, cutting away the uterus, and suturing the peritoneum 
over the stump. The stump is left free in the peritoneal cavity. 
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The aMomina,! wound is sutured. The vagina and uterine canal 
are disinfected before operation, and drainage is provided after ope- 
ration by a smp of iodoform gauze passing into the uterine canal 
from the vagina. 

(6) Extraperitoneal Methods. — 1, Ligation and transfixion ; 2, 
clamp and cautery (Thomas) ; 3, aerre-nceud ; 4, elastic ligature. 

1. Ligation and Transfixion. — Pedicle is ligateii; two skewert* 
are passed through it and brought out on the abdominal surface. 
The tumor is out oiF beyond the ligature. The abdominal wound is 
closed above and below the pedicle. Antiseptic dressing changed 
frequently. 

2. Clamp and Cautery (Thomas). — Clamp applied and screwed 
down. Two skewers passed through the pedicle as above. Tumor 
cut away. Stump thoroughly cauterized. Clamp loosened, but left 
in place. Suture of wound above and below. Antiseptic dressing. 

'A. Serre-NiKud. — The pedicle is transfixed by a double wire liga- 
ture. Each loop is twisted tight in a " serre-ntcud." The pedicle 
is cauterized and secured in the wound. Sutures and antiseptic 



. Elastic Ligature (Hegar'a). — Elastic ligature, 5 mm. in diame- 
ter. Canteriaation of the stump (a strong solution of chloride of 
zinc may be used). Closure of peritoneum around the stump 
separately. Suture and antiseptic dressing. 

Describe the local treatment of large subserous flbroids by re- 
moval of uterine appendages. 

Tait's Operation. — Removal of ovaries and tubes may be per- 
formed to cheek the growth of a large fibroid. 

Saltey's Operation.- — Removal of the ovaries alone. This does 
not have the desired effect. 

FIBRO-CrSTlO TUMOR OF THE UTERUS. 
What is the pathology? 

It is originally a fibroid which undergoes .softening, and in which 
spaces have formed and become filled with serous fluid. Sometimes 
these spaces have an endothelial lining, and in a few cases the con- 
lents become gelatinous and fibro-mysoma is produced. 

Wliat are the Bymptoms? 

Rapid growth ; not much menstrual disturbance ; tumor feels 
soft in some places ; hard in others, and moves with. iKa v-i.\ft,vi'i.. 
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What is the differential diagsoBls? 

From ovarifjn ejst it ib njade by the presence of the fibrous 
hardness of portions of the tumor and by its relation to the ut«TUS. 
What is the treatment 7 

The same ae for fibroids. 

UTERINE POLYPUS. 

What are the two kinds ? 

Fibrous polypus ; mucous polypus. 

Fibrous Polypiin. — This is a pedunculated submucous fibroid. 

Mucous Piili/pvs. — This is a pedunculated tumor attached to the 
aucouB membrane (most commonly of the body) of the uterus. 

The tumors are usually multiple, and vary in size from that of a 
1 to that of a lima bean, lliey are soft and pulpy, and are not 
ind or pyriform, but flattened. They are very vascular. 

What is the pathology of mncons polypi 7 

The glands are the same as in the normal mucous membrane; 
there ia a large amount of connective tis.sue, and immense vascular 
Bupply. Other polypi are formed from retention cysts, occluded 
cervical glands which have become pedunculated, and from bits of 
retained placenta or from placentse succenturiatES (placental polypi). 

What are the sjrmptoms of uterine polypi 7 

(1) Hemorrhage; (2) discharge; (3) pain; (4) sterility; (5) 
symptoms due to pressure and weight. 

(1) Hemorrhage. — In fibrous polypus hemorrhage is from the 
mucous membrane of the body of the uterus, and, as a rule, is 
checked when the polypus is pushed into the vagina hy uterine 

Icon traction. Sometimes the capsule ulcerates, and there is irregular 
hemorrhage from the tumor itself. In mucous polypus the hemor- 
rhage is from the tumor itself, and one no larger than a finger-tip 
may cause death. In polypi formed from retention cysts there ia 
no special hemorrhage. 
In placental polypus hemorrhage is from the tumor itself, and 
irregular and profuse. 
(2) Discharge. — With fibrous polypus there is little discharge 
until the tumor enters the cervis or vagina, when leueorrhcea is 
excited. With the different varieties of mucoris polypi leucorrhi»a 
is a regular symptom. 
(S) Pain. — D_ysmenorrh<ca is always present with fibrous and 
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placental polypi as long as they remain in the uterine cavity, and 
especially when they are near the os internum. With uiucoub 
polypi and those from retention cjHta there is usually no pain 
unless they produce obstructive dysmenorrhcea. 

(4) Sterility. — The polypus may act aa a mechanical obstacle to 
the entrance of spermatozoa or to the entrance of the ovum from 
the tube. 

(5) Presgure. — If the polypus is very large, there may be vesical 
and rectal symptoms. 

In rare cases there are present the symptoms of early preg- 
nancy — morning sickness, enlargement and pigmentation of the 
breasts, etc. 

What are the physical signs of uterine polypi ? 

Digital Examinntion. — -Fibrous polypus is larger than a walnut, 
firm, and its attachment is high up ; mucous polypus is small, 
slippery, and its pedicle may be caught in the 
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Sovnd. — In fibrous polypus the ut-erine cavity is lengthened ; 
n mucouH polypus the uterine oavity is not lengthened. 

Specuiain. — Fibroua polypus, pale or perhaps ulcerated ; mucous 
polypus, bright red and either smooth or like a raspberry. 

(When the oa is closed, to determine the cause of the hemor- 
rhage : it is pretty certainly a fibroid polypus if the uterns is 
enlarged and its cavity lengthened. But if the dterus is not 
enlarged, then it is necessary, to complete the diagnosis, to dilate 
OS and introduce the finger or a cervical speculum.) 
lacental polypi are diagnosed by microscopical esamination 
(clnb-ahaped tufts). 



(1) Pass the finger into the vagina and see whether the mucous 
membrane is everywhere reflected on to the tumor. K there is 

1 opening into which the sound maj' be passed, the tumor is a 
polypus. 

(2) By bimanual eaamination under anaesthesia the fundus of 
the uterus is felt in the normal position ; similarly recto -abdominal 
examination. 

(3) Abdominal palpation is sufficient in a few cases. 

What is the prognosis of uterine polTpi ? 
Good if removed. 

What is the treatment of uterine polypi 7 

Removal. — Anaesthesia should generally be employed: antiseptic 
precautions ; the eetvix is thoroughly dilated. A small mucona 
polypus may be seized by serrated forceps and twisted off, or it 
may be snipped off with scissors. Pedunculated cysts are simply 
snipped off. With a fibrous polypus, find where the pedicle is 
attached, and if this is thin seize the tumor with forceps and twist 
it off. If the pedicle is too thick, draw the tumor down gently 
and cut through the pedicle with scissors. If hemorrhage is likely 
to be escessive, the pedicle may be out through with the fcrasear 
ir the galvano-cautery, or Hgated previous to cutting. 

Where you cannot get at the pedicle the tumor may be torn 
away piecemeal, or it may be removed by Thomas's method : aeite 
the tumor at its lowest part and excise it by a V-shaped incision, 
Hemorrhage may require the use of the cautery and packing the 
uterine canal with iodoform ganze. 
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t marked. Bad 



Aa 98 per cent, of all cases are of the eervi. 
describe in detail only 

Carcinoma of the Cervix. 
What is its etiology? 

Predisposing Pauses.— Race ; Irish and German, AmerioanB less 
frequently, and negroes rarely; sesnal es cesses; multiparse (usually 
have had about five children). Age: forty to fifty most 
thirty to sixty are the usual limits ; heredity i. 
hygiene : it is much more common in the poor. 

Exciting Causes. — Laceration of the cervis ; chronic cervical 
oatanh with erosions. 
What is its pathology 7 

The tumor consists of connective tissue enclosing alveoli which 
are filled by atypically arranged epithelial cells. When the con- 
nective tissue is greatly in excess, the tumor is said to be scirrhous, 
fibrous, or " hard '' cancer. When the cells are greatly in excess, 
the tumor is a medullary, encephaloid, acute, or " soft " cancer. 
What are the clinical varieties? 

(1) Squamous epithelioma or cancroid is the most common form, 
t begins on the vaginal aspect of the cervix (where the epithelium 

is squamous) and spreads to the vaginal wall, but not to the cervical 
canal until quite late. The cellular elements are abundant, and 
often produce large " cauliflower masses." It may involve one or 
both lips of the cervix. Its growth is rapid, the connective tissue 
he side of the cervix is soon infected, and finally carcinomatous 
nodules appear in the substance of the cervix. 

(2) This form begins as small cancerous nodules in the substance 
of the cervis. These ulcerate their way through to the vaginal 
aspect or to the cervical canal. The growth is up inio the body 
of the uterus and into the pclvio connective tissue. 

(3) This form ocours rather later in life. It begins as an ulcera- 
tion of the cervical endometrium, and extends up into the cavity 

if the uterus, leaving the external os intact for a long time. 
(In the later stage all these forma merge into each other.) 
How does cancer spread? 

. By direct extension into adjacent tissues. 2. By infection 
jugh the lymphatic system. 3. B^j m^ftc'n.Wi 'Omwi.^ ■^!*^5 
Jl—ajn. 
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blood-vesselB (rare, but very rapid). 4. Rarely by auto-inoculatimi 
from contact of tbe cancerous ccrvis with the vaginal wall. 

1. Direct Extension.- — To the vaginal walls; to the body of the 
uterus; to the pelvic connective tissue; to the peritoneum, pre- 
ceded by local peritonitis with exudation ; to the ureters (they are 
almost always affected in advanced cases, and finally hydronephrosis 
is produced) ; to the bladder (the muscular coat is at first involved, 
later the mucous membrane, which ulcerates, and results in fistula) ; 
tfl the rectum rarely. In extreme cases tbe entire pelvic contents 
are glued together in an indistinguishable mass. 

2 and 3. Secondary In/eofion.—To the inguinal, retroperitoneal, 
and lumbar lymphatic glands ; ovary ; liver ; lungs ; mammary 
glands, rarely. 

What are the symptoms of corcmoma of the cerriz? 

Hemorrhage, discharge, pain, cachesia. 

Hemorrhage begins as a sudden flooding (not as profuse men- 
struation) ; it comes from the vascular stroma of the tniBor. It is 
not very profuse, and is rarely fatal. It occurs after coitus or 
after some muscular effort. 

DiscJiarffe is not abundant until ulceration occurs. It can only 
be characterized aa " concentrated rottenness. " In the early stages 
it is light-yellow and watery. Later it is mixed with more or less 
blood, and may be a bright-red or a dirty chocolate color. 

Pain. — There is not much until the disease extends beyond the 
cervix; then there is a dull, gnawing, deep-seated pain. There 
may be shooting pains. Abdominal pain (late stages from local 
peritonitis), pain in the breasts, and neuralgife also occur. 

Chckexia. — There are anorexia, indigestion, emaciation, urinary 
and rectal symptoms, intense vaginitis and vulvitis from contact 
with the discbarge. The skin is of a characteristic dull, dingy 

What are the physical signs? 

1. Digital Examination. — Large epithelioma ; the lip is inverted, 
and a friable cauliflower mass is felt which bleeds readily; cha- 
racteristic odor. Small epithelioma : there is slight irregularity of 
the surface, hemorrhage, and odor. Nodular carcinoma: the finger 
recognizes a nodular growth in one lip of the cervix. Carcinoma 
originating in the cervical canal : hemorrhage and offensive dia- 
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2 Bimanual and Rectal Exaininalions should be made to deter- 
mine the extent of involvement of neighboring tiasuea. 

3 Speculum — Aa a rule unnecessary. The growtt is pale 
yellow with little white kernels, and has a sharplj-definod border. 

4. Isound. — Unnecessary, 

What is the differential diagnoaiB 7 

(1) From simple hypertrophy of the cervix (in this the cervix 
is hard, the woman young, and there is no cachexia) ; (2) from 
papillary erosions (these may develop into carcinoma, and the micro- 
scope must be used to make a differential diagnosis) ; (3) ^m 
sloughing fibroid ; (4) from sarcoma ; (5) from diphtheritic or 
syphilitic ulceration. 

What iB the pTognosis ? 

Spontaueoua cure probably never occurs. Duration of life is 
from one to two years. The moat rapid cases are those of eaoepb- 
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What is the treatment 7 

General. — Build up the general health, forbid eoitus. 
Local. — (1) Palliative. (2) Curative (surgical removal). 

(1) Palliative Treatmeat. — For hemorrhage injections of cool 
solutions of alum or tannin. Sometimes it is desirable to use the 
sharp spoon. 'It ia not desirable to tampon the vagina. 

For the discharge, if not offensive, astringent injections of alum 
or tannin ; if offensive, add permanganate of potash or some other 
deodorizer. 

(2) Ourafive Treatment. — rt, Removal by caustics ; fi, removal 
by curette and cautery ; c, amputation of eeryix ; rf, removal of 
uterus entire. 

a. Eemoval by Caustics: Nitric acid, bromine dissolved in 
alcohol. (Cylindrical speculum, caustic applied on a cotton swab.) 
Not a valuable or desirable method. 

b. Removal by Curette and Cautery ; Cut away the mass of the 
disease with scissors, and then with Sima's sharp curette scrape 
away all diseased tissue. The vagina is protected by a large 
tubular speculum while the entire raw surface is touched with the 
Paquelin cautery. A tampon of iodoform gauze is introduced, 
and is to be changed in two or three dajs. 
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;. Amputation of the Cervix : The different methods are — 
1, circular amputation with the knife ; 2, circular amputalion with 
the ^craseur or galvano-cautery (hoth of these are iindesirahle 
because followed by cicatricial stenoaia) ; 3, Schroeder'a amputation. 
d. Removal of uterua entire: 1, Ahdominal hyatereotomj ; 
, vaginal hysterectomy. 

Describe abdominal hTBteiectomy. 

Ether and careful antisepaia. The patient Hes upon her back on 
. flat table or upon Trendelenberg'a table (by whieh the pelvis is 
raised about nine inches higher than the shoulders, thus causing 
the intestines to gravitate toward the diaphragm, and giving better 
access to the pelvic viscera). An incision is made in the linea 
alba between the umbilicus and the pubes, and hemorrhage is 
checked before the peritoneal cavity ia entered. The broad liga- 
ment on each aide is tied off in aectious and divided close to the 
uterus ; care is taken to secure the uterine artery before it is 
divided. The fornices of the vagina are cut through all around 
and the uierus removed. The ureters must be avoided during the 
operation. The vagina may be partially closed by sutnrea and 
packing introduced. The ahdominal wound may be sutured 
throughout or a drainage-tube (to be removed in twenty-four to 
forty-eight hours) may be inserted at its lower angle. An anti- 
septic absorbent dressing is applied, 

(This has been almost abandoned as an operation for carcinoma 
of the uterus.) 
DeBcribe vaginal hysterectomy. 

Ether and the usual antiseptic precautions. The patient ia in 
the lithotomy position, and the vagina Opened by two blunt retrac- 
tors. The cervis is seized by bullet forcepa and brought down 
close to the vulva. The posterior fornix of the vagina is cut 
through with scisaora or a scalpel. Clamps are applied at each 
side of the uterus, and each broad ligament is Itgated in sectionB. 
The fundus of ihe uterus is seized wilh bullet forceps and drawn 
down through the incision in the posterior fornix, and the organ ia 
then excised. (The removal may be done equally well hj an 
incision in the anterior fornix. The fundus of the vagina may be 
partially closed by sutures and the vagina packed with iodoform 
gauze. 

(This is the best form of hysterectomy for eareiooma. It is con- 
trajndicated where the uterus is not freely movable and in cases in 
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which estenaion of the disease to the pelvic connective tissue has 
taken place.) 

ADENOMA OP THE UTERUS. 
Describe adenoma of the uterua. 

It is a (liHease consisting in a, hyperplasia of the glandular ele- 
ments of the endometrium, forming a, flattened friable mass at some 
part of the uterine cavity. The igmploms produced are similar to 
those of early earcinoma, hemorrhage being the most promiuent, 
Ti-ealment is dilatation, thorough removal of growth with a spoon 
saw, and touching the raw surface with fuming tiitrio acid. The 
growth has a marked tendencj to recur, and each recurrence should 
be dealt with as above. The ultimate prognosis of cases under 
treatment is good. There seems to be evidence that i 
cases may become malignant from development 
carcinomatous elements. The ditignosis is made by the microscope. 

SARCOMA OP THE UTERUS. 
Describe Barcoma of the utenu. 

The tumor consists essentially of a mass of oonneotive-tissue 
cells; either small round cells or spindle-shaped cells, not occu- 
pying distinct alveoli, as do the cells in carcinoma. It begins 
either as a growth having the gross appearance of a submucous 
fibroid or as a duffuse infiltration of the uterus. The early syiiip- 
loim are commonly those of a submucous fibroid. Later symptoms 
are like those of carcinoma: the surface ulcerates; there are irreg- 
ular hemorrhage, offensive discharge, and the escape of sloughy 
abreda of the tumor. The dtagnotie is made by the microscope. 
The prognotie is bad : untreated it is fatal in two to five or six 
years. It tends to recur if removed, but early hysterectomy ofiera 
a better chance of non-recurrence than in the case of carcinoma. 
Treatment is the same as for carcinoma. Hysterectomy is usually 
indicated. Ergot has been employed, as for a submucous fibroid, to 
expel the tumor by uterine contraction, but this is never more than 
palliative. 

INVERSION OP THE UTERUS. 

What are its definition and occurrence ? 

tioii in which the uterus is either partially or com- 
pletely turned inside out. 
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part of the uterine wall (comnionly the 
region of one of the tubes) is inverted into 
the uterine cavity ; this is marked on the 
external surface of the uterus by a ring 
encircling a deep depression, and on the 
internal surface by a rounded mass exactly 
similar to a submucous fibroid. 

In complete inversion the fundus is forced 
through the external os, and the uterus lies 
in the vagina or protrudes from the vulva as 
a pyriform mass covered by endometrium. 

There is good authority for the statement 
that it can occur in the nulliparous utems, 
but this is very rare indeed. It occurs com- 
monly in uteri relaxed by recent parturition, 
commonly acute — i. e. of sudden production — although a 
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inic form is also described in which the inversion takes pUc 
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"Wliat is its etiology ? 

Predisposing Games — Parturition ; distension of the uterus by 
retained fluids ; distension of the uterus by tumors. 

ExfAting Caimes. — Traction on the placenta ; traction by polypi 
or tumors ; sudden delivery of child by traction ; muscular efforts 
when relaxation exists. 

What are its symptome? 

On its first occurrence, shortly after labor, there are pain, faint- 
ness, hemorrhage, and the presence of a large flabby luasa (perhaps 
with the placenta attached to it) protruding from the yulya. 

Cases which have existed for months or years present the follow- 
iog : occasional or constant hemorrhage ; dragging pains in back 
and loins ; difficulty in locomotion ; difficulty in micturition and 
defecation ; s 



Wliat is the differential diagnoBis ? 
It is based upon the physical signs ; 

Polypna. Complete Invermon. 

Probe will usually pass beyond Probe is arrested. 

it into the uterus. 

Bimanual examination will re- Bimanual examination reveals a 

veal the body of the uterus ring where the titerns should 

in situ. be. 

Rectal examination gives the Rectal examination is negative. 

same positive evidence. 

Reeto-vesical, the same. Recto-veaical, negative. 

Acupuncture is painless. Acupuncture is painful. 

Submucous Mbrmd. Partial Inva-gion. 

Probe shows uterine cavity Probe shows cavity diminished. 
lengthened. 

Bimanual examination and Si- Bimanual and Simon's methods 
mon's method (with hand in both show a small circular de- 
rectum) show the body of the pression on the surface of the 
uterus to have its normal ro- uterus. 
tundity. 

Qradual development. Sudden development. 

Independent of parturition. Usually follows parturition. 

Acupuncture painless. Acupuncture '^-imWi, 
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What is tbe piognosis 7 

Itiversion occurring after labor is a , 
followed bj death Jrora hemorrhage. 



rave accident, and may be 
If untreated, it will com- 
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)nly persiat permanently, though there are cases on record of 
Bpontaneous recovery even years afterward. The mechanism by 
which this takea place is obscure. The dangers in old eases are 
connected chiefly with improper diagnosis and treatment. Thus, 
it may be mistaken for a fibrous polypus, and an operation for this 
supposed trouble may result in amputation of the uterus ; or in 
efToTtB at replacement rupture of the vagina may be produced. 
• The lesion in itself presents in general the dangers of the worst 
form of fibrous polypus. 

What is the treatment 7 

Palliatiye ; Control of hemorrhage by the use of astringent solu- 
tions (aium, tannin, persulphate of iron, or acetate of lead). 

Curative : Reposition ; aa a last resort, amputation. 



MeOwd* by Reposition. 
C Elastic pressure by vaginal stems and c 
i Elastic pressure by v; ' 
(^ occasional taxis. 



j^ J . f Elastic pressure by vaginal stems and 
'j "^ < Elastic pressure by vaginal water-bag 
reauciion, j „p„,«if,„„i ,-,;» 



> or bulb. 
mbined with 
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Elastic pressure by vaginal water-bags alone. 
A stream of cold wat^r directed through a t 

speculum twice a day. 
Viradel's method. 
Emmet's " 
Farrier's " 

Rapid re- J Noeggerath'a " 
Courty's " 

Thomas's " 
White's 
Tate's 

All these rapid methods of replacement require ansestheaia, and 
should not be resorted to (under ordinary oireumstances) until the 
milder methods of gradual replacement have been fairly tried and 
have failed. They all consist in pressure upon the fundus and 
counter-pressure upon the cervical ring. For example, Courty's 
method consists in passing the indes and middle fingers up the 
rectum and dipping them into the cervial ring while pressure is 
made upon the fundus by the thnmb and by the other hand. This 
method is especially useful in effecting the re-inversion of the cervix. 
Noeggerath's method eonsista in placing the index finger on one 
horn, the thumb on the other, and so compressing as to invert one 
or both cornua. It is highly effective, but only after re-inversion 
of the cervix by Courty's or some similar method, Thomas's 
method is the only one in which the abdomen is opened. Through 
a suprapubic incision the cervical ring is dilated by an instrument 
like a glove-stretcher while pressure is made upon the fundus from 
below. 

Amputation of the Uterus. 

resorted to in cases in which all attempts at 
which the symptoms (chief of which 
is hemorrhage) are sufficient to justify so grave a step. 

Its dangers are — (1) If hernia of the abdominal or pelvic viscera 
have taken place into the inverted sac; (2) it frequently pro- 
duces emansio-mensium with its sequels ; (3) it produces sterility ; 
(4) the mortality is very great i .S3 per cent, of all recorded cases 
were fatal. 

Methods . 

1. Elastic ligature, retightened ou the ae,coi\4. iwi,'i&<i \.s:«-it 
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coming away about the fourteentli day. (This ia the safest 
method.) 

2. Knife or ^uraseur. 

3. Knife or ^craseiir preceded by ligature. 

DISEASES OP THE OVARIES. 
ANATOMY OP THE FALLOPIAH TUBES AND OVAHIE3S. 
Describe the Fallopian tubes. 

The Fallopian tubes a.re two tubes, from 4 to 6 inehea in length, 
which spring from the upper angles of the uterus and run tortu- 
ouslj outward in the free margin uf the broad ligamenta. Each ia 
divided into three portions — the ietlmiusj ampulla, and fimbriated 
extremity. The isthmus is the smaller straight portion. It is 
1 inch long, and will just admit a bristle into ita lumen. The 
ampulla ia the larger estemal portion, which e]:t«ndB first outward, 
then forward and downward. It is 6 to 8 mm. in diameter. The 
fimbriated extremity, or '■ infundibulum," ia the funnel-shaped ex- 
pansion, surrounded by numeroas little fleshy processes or fimbria;. 
There are four to five large primary and ten to twelve small 
secondary fimhrim. One of the long primary fimbria; on the inner 
side runs to the ovary, and ia called the " fimbria ovarica." 

The tubes are composed of three coats — serous, muscular, and 
mucous membrane. The muscular coat is arranged in two layers, 
an external longitudinal and an internal circular set of fibres. The 
mucoua membrane is thrown into numerous folda, and is covered 
hy a layer of ciliated columnar epithelium, which becomes con- 
tinuous with the peritoneal epithelium at the free end of the tube. 
The cilia move toward the uterus. There ia no aubmucoua layer, 
and the mucous membrane contains no glands. 

The arterial supply is derived frum the ovarian artery and the 
ovarian plesus. The veins enter the pampiniform plexus. The 
nerve-aupply is derived from the inferior hypogastric plexuses. 
The lymphatics unite with those of the ovary. 
Describe tLe paroTariiim. 

The parovarium, or organ of Kosenmiiller (analogue of the epi' 
didymis in the male), ia a rudimentary structure, the remains of 
the Wolfiian body. It consists of a triangular group of small 
tubulea situated between the folds of the meaosaplinx. These 
tuhaiea aoaverge to the ovary and are lined with epithelium. 
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They are united above by one transverse tubnle, which has its 
blind estTcmity near the fimbriated end of the Fallopiun tube. 
In the other direction it can be traced as a cord nearly to the 
uterus, aud ia known as the persistent duct of G^tner. Cystic 
dilatations are sometimes seen iu these ducts, and may appear 
in the anterior vaginal wall. The most common i'onn of these 
cysts is known as the "hydatids of Morgagni," which spring from 
the mesosalpinx to the inner side of the fimbria ovarica. The paro- 
varium is thus of considerable importance, from its tendency to 
form cysts of the broad ligaments. 

Describe the ovaries. 

Tile ovaries are two small oval bodies sitnated one on either 
side of the uterus, and about 1 inch from it, projecting in the 
posterior layer of the broad ligameuta. Each ovary is ahout the 
size of an almond, 1—2 inches long, J— 1 inch in width, and J— J inch 
in thickness. Their weight is from 60 to 135 grains. They present 
for esaroination an anterior and posterior border, an upper and 
lower surface, and an outer and inner extremity. The anterior 
border, called the hilus, is flattened and attached to the anterior 
layer of the broad ligaments. The blood-vessels and nerves enter 
here. The posterior border is rounded and free. The upper sur- 
face is more convex than the lower. The outer extremity is bulb- 
ous ; the inner is more attenuated, and is connected to the uterus 
by the ovarian h'gamenl. 

The ovarian ligaments are fibro-muscular bands of the broad liga- 
ment, one inch long, which spring from the uterus just below the 
Fallopian tubes. The other ovarian ligaments are the infundibulo- 
pelvia, which is the outer free margin of the broad ligament, not 
containing the Fallopian tube, and the fimbria ovarica, which con- 
nects the ovary to the infundihulum. The estemnl covering of the 
ovary is composed of a layer of short columnar epithelium called 
" germiual epithelium," because from their cells the primitive ova 
are supposed to spring. Its union with the squamous peritoneal 
epithelium at the hilus is marked by a ■' white line." Ingrowths 
of this germinal epithelium in the stroma are called the " tubes of 
Pfliiger." The epithelial layer rests directly upon a thin layer of 
dense fibrous tissue called the " tunica albuginea." The paren- 
chyma of the ovary is composed of a cortical and medullary por- 
tion. The oorteK or superficial portion is less vascular than the 
medullary. It consists of a network, of cot«\eii^\se 'Cvas.M.ii^'^'isSiK- 
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and muacular fibres, imbedded in which are numbers of Graafiao 
vegicleB, blood- veBsels, nerves, and lymphatics. The medullary 
layer is compOHed of the same elements as the eortes, but is less 
dense and more vasoular. 

The Graafian vesicles, or OTisacs, are formed from the tubes of 
Pfliiger (ingrowths of the germinal epithelium). They vary in size 
when mature from yi^ to -^^ of an inch in diameter. From 40,000 
to 70,000 Graafian follicles are coDtained in the ovary at birth. 
Each follicle consists of an external oovering, the tunica Jibrosa, 
which contains the network of blood-vessel a, and the memin-ana pro- 
pria, on which rests a layer of nucleated columnar epithelium, the 
memhTana granuloea. Inside this the vesicle is filled with a clear 
Said, the ^'liquor foUiciiIi." At one portion the mem bran a granu- 
losa surrounds the ovum and forms the dieeui proUgerits. The 
ovum itself, y{^ inch in diameter, is composed of an external envel- 
ope, the iHteuine membrane or zona pvlliidda, within which is the 
vitellvx or yolk. At one aide of this is the germmal vesicle, which 
contains the germinal spot. 

The arterial supply of the ovary is derived from the ovarian 
artery, whioh arises directly from the aorta. From its origin it 
bends inward and runs tortuously between the folds of the broad 
ligament to the upper angle of the uterus. Here it divides into 
two branches, one goin;? to the fundus and anastomosing with its 
fellow, the other descending to unite with the uterine. It gives 
branches to the infundibiilum, and numerous tortuous branches 
to the ovary, which enter the hilus and form plexuses about the 
Graafian follicles. The veins leave the hilus and unite with the 
uterine plexus and veins from the lubes to form the pampiniform 
plexut. They termina'te in the ovarian veins, the right emptying 
into the vena cava direct, and the left into the renal vein. 

The nerves are derived from the ovarian plexus and accompany 
the arteries. The lymphatics enter the lumbar glands. 

MALFORMATIONS OP THE OVABY. 
Describe malformations of the ovarr. 

Al/stnce 'if the ovarii^ is very rare : it is associated with rudi- 
mentary development of the rest of the genital system. The patient 
may retain throughout life the development, physical and mental, 
of a child, or in rare instances may present the stature, beard, and 
mental characteristics of the male sex. In any case menstruation 
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er occwrs, and the woman is sterile and sexual feeling ia absent. 
Diagnosis is made from the ajmptoras and from the mal-develop- 
ment of the cither sexual organs. TVeafnieii! ia without benefit, 
and may do harm in breaking down the health by persistent efforts 
to excite the functions of the ovaries (under a mistaken diagnosis). 

Imperfect and Irregular Development of the Ovaria. — A woman 
with imperfectly developed ovaries may present similar general 
symptoms to one in whom the ovaries are absent. The local 
i^ymptomi are irregular or scanty menstruation, often sterility. 
Treatment is directed toward stimulation of the generative func- 
tions, &s by genera! tonics, uterine irritation (tenta or stems), 
electricity, marriage. 

The cases of irregular development of the ovaries, including 
supernumerary ovary, would present no special interest, except to 
the pathologist, but for the fact that they may account for some 
cases in which removal of the ovaries is followed by menstruation 
or even conception. 

ATROPHY OF THE OVARIES. 
Dsscrlbe atrophjr of the ovaries. 

The premature development of the senile condition in the ovaries 
ia accompanied by similar changes in the rest of the generative 
syatem, and by the cessarion of menatruation and the other sesual 
functions. The ovary may weigh 15 grains, the normal weight 
being 100 grains. 

Wliat are the causes? 

Ovaritis, acute or chronic; pelvic peritonitis; the exanthemata. 

What is the treatment? 

Stimulation of the sexual functions, as for imperfect develop- 
ment of the ovaries. 

What is the prognoBia ? 

The condition is not dangerous to life, but if all signs of men- I 

Btruation are absent the prospect of cure is poor. u 

L DISPLACEMENTS OF THE OVARY. I 

Name the two displacements of the oraiy. J 

Prolapse and hernia. ^^^^^| 



174 DISEASES OF THE OVARIES. 



^ 



Describe prolapsa of tlie ovair. 

Oue or both of the ovaries may be displaced into Dougli 
pouch. 
What are the causes ? 

Ketroveraioa or retroflexion of the uterus ; enlargement of the 
ovaries from eongestion ; chronic ovaritis, or diffuse oystio degeue- 
ration. 
What are the Bymptoms? 

Dyapareutiia pam ou defecation when the bladder ia disteaded; 
sacral pniii and pain in the ischio-rectal fossa and hip estending 
down the thi^h on the corresponding side. 

What are the physical signs? 

On digital exaimnation one or two bodies the size and shape of 
the ovanes can be roadilj felt in Douglas's pouch, movable inde- 
pendently of the uterus and producing on pressure a sickening 
sensation analogou* to that from pressure on the testicle. 

What IS the treatment? 

(!) Repo^'itioD by the knee-chest position (maintained fifteen 
minutes at a time twice daily) (2) Use of a pessary (the beat for 
most cases is a soft rubber nng). (3) Palliative treatment (for- 
bid coitus ; prevent the formation of hard soybala in the rectum ; 
remove pressure from above by an abdominal belt ; if conception 
is probable, encourage it in the belief that the nine months' rest 
from functional activity may restore the ovaries and their attach- 
ments to their normal condition). (4) Removal of the affected 
ovary or ovaries by abdominal or vaginal section, if adhesions 
have rendered other treatment unsuccessful and the system calls 
for such grave measures. 

Describe hernia of the ovaiy. 

Id congenital hernia of the ovary the ovary on one or both eides 
lies in the labium majus, having come down through the unobliter- 
ated canal of Nuck. The swelling may be mistaken for the testis, 
as in some cases of supposed hermaphroditism ; when congenital it 
is often irreducible, and may give pain on locomotion and coitus. 
The treatment consists in the application of a suitable truss where 
the hernia is reducible. For irreducible hernia a concave protective 
truss-pad may he worn, or if symptoms are sufficiently severe the 
ovary may be removed by a labial ii 
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In acquired hernia of the ovary, the ovary may form part of the 
contents of an inguinal, femoral, aoiatio, or ventral herniii. The 
si/mptam* and treatment, are tho same as for the congenital variety. 

OVARIAN APOPLBXT. 
Describe OTarlan apoplex;. 

The lesion is a rapid effusion of hlood into the suhstance of the 
ovary from rupture of one or more of ita larger blood-vessels. (It 
is not to be confounded with the physiological eitravasation from 
which the corpus luteum ia produced.) It may be small, or it may 
distend the ovary to the size of an orange, or it may rupture. Its 
muse ia either some mechanical shock or a patholo^cal exaggeration 
of the hemorrhage during ovulation. Symptoms are; sudden and 
violent pain over one ovary, combined with some of the symptoma 
of internal hemorrhage. Dioffnosis ia difficult. With the ayinp- 
toms mentioned above and the presence of a cystic tumor felt on 
digital examination, the contents of which on aspiration through 
the vaginal wall were found to be~ dark-bloody fluid, this diagnosis 
would probably be correct. Prognosis is grave. The hlood-clot 
may become absorbed or organized, but if the ovarian tissues have 
been largely disorganized, even this favorable termination may be 
followed by symptoms (pain chiefly) calling for radical treatment. 
lu unfavorable cases the hematoma may rupture into the peritoneal 
cavity (forming a pelvic hasmatocele shut off by peritonitio adhe- 
sions from the general cavity), or between the layers of the broad 
ligament, where a mass may be formed giving rise to pressure 
symptoms. 

Treatment. — Early : check hemorrhage by rest in bed and ice- 
bags, and control pain by morphine. Later, if peritonitis develop, 
this is to be treated in the usual way. When the acut* symp- 
toms are over, treatment ia directed toward the reahsorptiou of the 
effusion, similar to that for inflammatory pelvic exudations. If 
symptoms are sufficiently severe, removal of the affected ovary ia 
indioalfld, 

INTLAMMATIONa OP THE OVARY. 
What are the two degrees of ovarian iTifla.TnTnB.inmi ? 

Acute ovnriti.'i : chronic ovaritis. 
Describe acute ovaritis. 

This may be puerperal or non-puerperal. lu the fornw,': tyissj^t 
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process is more severe, and termination in Buppnration is more c 
mon, than in the non-puerperal form, where resolution is the rule. 
The o.iuse» are acute endometritis, acute salpingitis, pelvic perito- 
nitis, gonorrhoea, disturbance of menstruation. The iymptomt are 
those of pelvic inflammation — fever, pain, and senBitiveneBS. If 
resolution takes place, the sjmplems subside after four or five days, 
but if suppuration occurs, there are rigors and irregular rise of 
temperature, and finally symptoms referable to the rupture of an 
abscess into the peritoneum, rectum, bladder, or vagina. The prog- 
Tifwia ia puerperal eases is grave ; in non-puerperal eases it is fairly 
good. In all cases the ovary is left somewhat damaged, and in 
gonorrhceal cases of double ovaritis, sterility is sure to follow. 
IVeatment consists in antiphlogistics and opiates, and, if suppura- 
tion occurs, extirpation of the ovary bj laparotomy or drainage of 
the abscess-cavity by abdominal, rectal, or vaginal incisions. 

Descilbe chronic ovaritis. 

Pathology. — In the early stages the condition is that of chronic 
congestion, followed by infiltration with sero-sanguinolent fluid and 
an increase in bulk. In the later stages the capsule thickens, the 
follicles enlarge, and a general hypertrophy takes place. It starts 
commonly as a subacute or chronic afi'ection, rarely as an acute 
ovaritis. 

Canges.' — They are those that proilnce prolonged congestion of 
the generative organs ; laceration of the ccTvis or perineum ; sub- 
involution ; dysmenorrhcea ; uterine tumors ; displaeement-s and 
flexions ; sterility ; efibrts (o prevent conception ; intercourse with 
impotent men ; masturbation ; emotional causes (long engagements, 
disappointment in love, reading corrupt literature, etc.). 

Symptoms.- — Dysmenorrhcea ; fixed ovarian pain ; tendency to 
hysteria ; rarely pain on locomotion ; sometimes dyspareunia ; pain 
and exhaustion after defecation ; pain in rectum, hips, and down 
thighs ; irregular menstruation ; sterility if both ovaries are 
affected, 

Treatment. — (1) Removal of causes of congestion (thus, repair 
of laceration of cervix or perineum, correction of displacement or 
flexion of the uterus, regulation of the bowels and of sexual rela- 
tions, etc.). (2) Reduce pelvic engorgement directly by seari^ng 
the cervix ; prolonged hot vaginal douches ; painting the vaginal 
fornix with tincture of iodine if tenderness and induration appear 
in either broad ligament ; rest during menstruation ; bromides, 
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general tonics, and sometimes a sea-voyage. (3) The very best 
treatment is Weir Mitchell's rest-cure. (4) Some cases resist all 
treatment, and are sufficiently serious to justify the removal of 
the affected ovary or ovaries. 

ABSCESS OF THE OVARY. 
Describe abscess of the ovary. 

It is a collection of pus in the substance of the ovary. It occurs 
almost exclusively in connection with gonorrhoeal or tubercular 
inflammation of the genital tract. It gives no very characteristic 
symptoms in addition to those of the disease it complicates, but 
may commonly be diagnosed by finding on physical examination 
the ovary distended with fluid, while the presence of irregular 
temperature and rigors indicates its purulent character. 

Treatment is commonly removal of the ovary by laparotomy or 
drainage of the abscess-cavity by the incision which seems most 
appropriate for the individual case. 

NEOPLASMS OF THE OVAB7. 
Enumerate the neoplasms of the ovary. 

I. Solid Tumors, 

Carcinoma ) f accompanied by rap- 

« ' I malignant ; fairly common ; -| idly developing 

^ ' -^ (^ ascites. 

Papilloma, ) doubtful ; rare ; ) j. .. . i . . 

Fibroma, } benign. « | "^ d'stinguishing symptoms. 

II. Cystic Tumors, 

Cysto-carcinoma, ) ,. . 
rC . ' y malisnant. 

Cysto-sarcoma, j ® 

Cysto-fibroma, ") 

Dermoid cyst, > benign. 

Ovarian cyst (mono- or polycystic), ) 

DERMOID CYST OF THE OVARY 

Describe dermoid cyst. 

In various parts of the body (the orbit, floor of the mouth, brain, 
eye, anterior mediastinum, lung, mesentery, testicle, and ovary) 
tumors may occur, containing fatty matter, teeth, hair, cartila^e^and 

12— Gjq. 
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bone. Their origin muat be in some Ttetal inclugiiiii of epiblast n&d 
irregular subsequent development of the same. Those oceuning 
in the ovary vary in size from that of a hen's egg to that of a 
human head. In themselves they give no special symptoms, but 
alwajs present the risk of rupture into the peritoneal cavity or 
of suppuration. They should probably always be removed by 
ovariotomy. 

OVAEIAN CYSTS. 
Wliat is the pathology of ovaxian cysts ? 

The development of cysts within the ovary without the coinci- 
dent development of solid elements, as fibroma or carcinoma. Most 
of the eyats are developed from the Graafian follicles by a sort of 
colloid degeneration, but it is claimed that some may originate in 
cystic degeneration of the ovarian stroma. The cyat may be mono- 
cystic or polycystic; and in the latter case the separate collec- 
tions of fluid may be enclosed by thick or very thin walla. The 
fluid may be very thin and clear, or may be viseid, or even 
almost gelatinous ; its color varies from a pale yellow to that of 
weak coffee. Under the microscope certain bodies, " Drysdale's 
cells," are seen which are not distinctly altered by acetic acid 
(which does markedly change the appearance of leucocytes, etc.) ; 
they are characteristic of fluid from an ovarian cyst, but not 
absolutely diagnostic. The pedicle consists of the broad ligament, 
the Fallopian tube, the round ligament, the ovarian vessels, etc. 
In one variety, " intraligamentous cysta," there is no true pedicle, 
and the tumor can only be removed by difficult dissection ; often 
it can only be drained. 

What are the canseB 7 

Preduposinff. — Age twenty to fifty most common ; childbearing ; 
chlorosis ; scrofulous diathesis ; menstrual disorders ; deprivation 
and bad hygiene. 

i'jiciVtBy.— Uncertain ; ovaritis, acute or chronic ; the various 
causes of pelvic congestion. In the great majority of cases the 
woman has been apparently perfectly well until the tumor has 
developed and reached a size at which it has given symptfli 

Wliat are the symptoms ? 

They are not palhognomon 
f the tumor upon the pelvi 



?.. and are largely due to the pressure 
and Bbdominal structures as it gets 
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Urger and larger. (The tumor reaches a size from that of a human 
head to a mass weighing sometimes over a hundred pounds.) The 
abdomen is distended ; there are marked emaciation of the lower 
estremities, emaciation of the face, and a peculiar expresaion, 



What are the complications ? 

Pref^nancy ; fibroids of the uterus ; carcinoma of the uterus ; 
renal dinease ; disease of the liver, heart, or lungs ; compression of 
the ureters ; elevation of the bladder. 

What is the prognosiB? 

K untreated, spontaneous cure 
tion of the fiuid : 60 per cent, of eas 
however, fata!; or by calcareous deg 
is extremely rare. The ordinary & 
increasing jn size, and finally to caui 
ways r (1) Rupture of cyat (with 



possible by rupture and abaorp- 
les rupturing and untreated are, 
generation ; but cure in this way 
ourse is for the tumor to go on 
death in one of the following 
'thout suppuration) and 



production of peritonitis. (2) Inflammation of the cyst-wall, fi 
the cyst with pus ; finally septic infection, and death. (3) Twist- 
ing or rupture of the pedicle, gangrene of the cyst, septioEemia. 
(4) Prolonged inierfarence with the nutrition and respiration. (5) 
.\cutB or chronic peritonitis, rapid or slow exhaustion. (6) Fatal 
hemorrhage into the cyst. (7) l^imply gradual exhaustion. 

Enninerate the conditions from which a small ovarian cyst in the 
pelvic cavity must he diagnosed. 

Solid ovarian tumors ; cysts of the broad ligaments ; distended 
tubes; normal pregnancy; normal pregnancy with retroversion; 
estra-uterine gestation ; fibroid tumors of the uterus ; uterine moles ; 
peritonitic exudation or abscess; inflammatory exudation in the 
broad ligament ; pelvic haimatocele ; spina bifida ; fsBcal accumula- 
tions ; inflammation of the vermiform appendix ; tumors of the 
pelvic walla. 

Give the diffeTentla.tion Erom a distended tube. 

History. — ^This condition begins with the symptoms of an acute 
inflammation, negative in the case of an ovarian cyat. 

Shape. — Tubal elongated, ovarian globular. 

Relation. — Tubal more intimate to uterus than in the case of 
ovarian cyst. 

Seiuilivenea. — Tubal marked, ovarian slight, 
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Con /««(«.— Straw-colored in liydrosalpiiii 
L ae above described. 



D pyosalpio 



dive the differentiation from peritonitic ezodation oi abscess. 

History of acute iDflainmation, fixalion, less rounded outliDe, 
tnd less distinct fluctuation ; pus found on puncture when fluctua- 
;ion does eiist. Sensitiveness, usually in Douglas's pouch, while 
in ovarian oyat is commonly lateral. 

Give the differentiation from an exudation into the broad ligament. 

HiHl*rj of inflammation after some operation or after labor or 
abortion. Hreuiatoma would give a history of sharp pain with 
more or less prostration and rapid development of the tumefaction ; 
"sity and tenderness. 
Give the differentiation firom extra-uterine gestation. 

Rapidity of growth and the presence of many of the signs 
(morning sickness, changes in the breasts and vagina, etc.) of 
normal pregnancy ; amenorrhcea followed by irregular menorrhagia 
(in ovarian cyst menstruation is little affected) ; increase in size of 
the uterus ; greater flxity of the tumor ; pain from recurrent attacks 
f acute peritonitis ; finally symptoms of rupture (pain, shock, col- 
lapse, and, if untreated, death from hemorrhage or peritonitis), 

linmnerate the conditions firom which a large ovarian cyst in the 
abdominal cavity must be diffeientiatea. 

Solid Al/dominal Tumors.— Of the anterior abdominal wall (des- 
noids); of the omentum; of the spleen, kidney, or liver; of the 
ovary or uterus (fibroid or fibro-cystic) ; of the retro-peritoneal 
connective tissue. 

'^sdc IhtmoTs. — Of the omentum or mesentery ; of the liver, 
pancreas, or kidney ; of the broad ligament ; parasitic cyeta (hyda- 
tid, etc.) ; bffimatometra; vesicular mole ; hydrosalpinx. 

Pregnane^. — Normal ; with dropsy of the amnion ; abdominal 
pregnancy. 

AscileK. — Simple ; encysted ; tubercular peritonitis ; tympanites ; 
phantom tumor ; distension of bladder or stomach. 

Give the differentiation from ascites. 

In this the abdomyn is flatter in the recumbent position, and 
conves when standing. If the patient turn over, the relation of 
the areas of tympanitic resonance- to the area of fluid flatness 
changes. There is a perfect wave of fluctuation transmitted across 
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^he abdomen. No encysted or circumscribed wave can be made 
out, and there is generally a history of some cause (as renal or 
hepatio disease, etc.) to account for it. 

Give tlie diSerentiatioii from normal pregnancy- 

This would give the regular changes in the' breasts, vagina, 
cervis, etc., presence of ballottement, uterine bruit, foetal heart- 
sounda ; perhaps ftetal parts may be made out on palpation ; rhyth- 
mic uterine contractions ; absence of fluctuation and of the haggard 
expression characteristic of ovarian cyst. AmenorrhiBa is not 
positive evidence, but probable. 

Give the differentiation &om distenBion of the bladder. 

The introduction of a catheter and the immediate disappearance 
of the swelling are conclusive. 

Give the differentiation from uterine fibroids and fibio-cyats. 

A fibro-oyst of the uterus cannot be positively diagnosed from 
an ovarian cyst eseept by exploratory laparotomy. A fibroid 
would give a history of slow development, menorrhagia. uterine 
souffle, close connection with the uterus, iacreased general deposit 
of fat, and some pigmentation of the skin, as in pregnancy ; uterine 
cavity increased in length. 

Detail the treatment of ovarian cysts. 

Curative. — Removal by laparotomy. 

Palliative. — Evacuation of cyst-ooutenta by aspiration or tap- 
ping. 

The procedures indicated under the second beading have many 
objections, and are resorted to only when, as in pregnancy, the 
tumor gives rise to urgent pressure symptoms, and a resort to the 
major operation seems too risky. 

CTST8 OF TEEBRO.AD LIGAMENT, OB PAROVARIAN CYSTS. 
Describe these cystts. 

They develop between the layers of the broad ligament in the 
parovarium or organ of Sosenmiiller, which is a remnant of the 
ftetal Wolffian body. They are always monoeystic, and tend to 
grow down into the pelvis, and only into the abdominal cavity after 
they have attained considerable siie. They grow more slowly than 
ovarian tumors, and have no marked effect upon the general healtK. 

The best /reo'meu/ is laparotomy, iucmoao^ c^?X,ei"^tt.i;si^'i-'5Si.QH. 



N 
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contents, excision of the excess of cyat-wall, suture of cyst-wall i; 
the abdominal wound, and packing with iodoform gauze. 



Ovariotomy. 
What inatnuaents are required? 

Scalpel ; mouse-tooth forceps, 2 ; dissecting forceps, 2 ; Tail's 
olamps, small, ii; large, ti; right aneurism needles, 4; left, 1; 
uterine sound ; scissors, curved, straight, angular ; double volfiella, 3 ; 
trocar and canula ; artery clamps, 12; Pa4{uelin cautery; needleB, 
long, curved, spear-pointed, 6; medium, curved, spear-pointed, 6; 
email Hagedom, ti. 

Also the following materials: silk, heavy Aohs or braided for 
pedicles ; finer for suturea and carrying wire sutures ; catgut, Nos. 
2 and 3 ; silver wire, No. 24 ; glass drainage-tubes ; antiseptic dress- 
ings. 

What are the steps of the operation ? 

The bladder and reytuni have been evacuated shortly before, and 
no solid food has been taken for five hours preceding the operation. 
The patient lies upon her back upon a flat operating table, or 
Trendelen berg's table may be used. 

fSrit Step. — Preparation of the field of operation. The pubea 
is shaved and the abdomen scrubbed with soft soap and warm 
water; it is then wiped off with alcohol, turpentine, ether, and 
bichloride of mercury I : 1000. Wet bichloride towels are spread 
about.* 

* InntrutnentH have been Bteriliied by boiling id a 1 per cent, solution of 
carlionale of eoda, and are kept in carbolic arid 1 : 40; hands anil Corearma 
of operalnr and aBsisIantB have been disinfected by scrubbing with soap and 
water, fallowed by alcohol and bichloride. Silk and silver wire are pre- 
pared by boiling. Calgut is prepared bj immersion far eight hours in ether, 
elglit hoars in bichloride, 1 : 1000, and then in several cbanges of alcoliol, 
in which it is linslly $ton»l. A most desirable addition is the (itial boiling 
in alcohol for one hour over a water-bath ; a condenser may be used to pre- 
vent loss of alcohol. C'hromiciied catgut b prepared by washing in alcohol 
and then immersing for forty-eight hours in water 100 parts, carbolic acid 
5 parts, and bichromate of potash 0.2 parts : it will not be nl^rbed by the 
tissues for a week, and is used for ligatures (as on pedicles) where this 
propertj of noD-Blworbabilily renders it valuable. 
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Second Step. — Inoision in the median line between the umbilicus 
and the symphyaia of an average length of four or five iDches. 
The tissues are divided layer by layer, and hemorrhage is cheeked 
before the peritoneum is opened. A fold of peritoneum ia held up 
by two mouse-toothed forceps and nicked ; a grooved director is 
then introduced, and the peritoneum divided with scalpel or seissors, 
or the fingerg may take the place of the grooved director. 

Third Step. — Tapping the cyst (for tubal disease or solid tumors 
of course this would be unnecessary). Emmet's long curved trocar 
and canula are used ; abdominal compression is made as the contents 
escape ; an effort is made to prevent the entrance of even a single 
drop of the fluid into the abdominal cavity ; the aperture is clamped 
as the canula is withdrawn. 

FoUTth Step. — Drawing out the sac. This is done with volsella 
and gentle traction with the fingers. Adhesions to the abdominal 
wall, omentum, large intestine, and mesocolon may be found, and 
less frequently to the small intestine, bladder, liver, diaphragm, and 
the walls of pelvis. These are either gently separated or are ligated 
and divided : their treatment constitutes the only difficulty in the 
operation. 

Fifth Step. — Securing the pedicle. This ia beat done by eom- 
preasing the pedicle with any suitable damp, 
cutting off the tumor, Hgating the pedicle Fio 84. 

by the Staffordshire knot (Fig. 84), cauter- 
izing the cut surface with the - Paquolin 
cautery, removing the okmp, and allowing 
the pedicle to fall into the pelvis.* 

Sixth Step. — Peritoneal toilet. All hemor- 
rhage has been checked, and in ordinary 
caaea it is necessary simply to lightly sponge 
out the pelvic and abdominal cavities with 
sponges on boldera. In other cases, where trouble is feared from 
access of the fluid to the peritoneum, the entire peritoneal cavity is 
flushed out repeatedly with sterilized water or Thiersch's solution 
at a temperature of 100° F. 

* The StaSbrdahire knot b tied as follows ; pass a strong straight needle, 
threaded double with heavy pedicle ailk, through the [ledicle and under llm 
clamp. Then pull the loop through and remove the needle. Now paaa 
both the clninp with the distal ealremitv of the pedicle and one of the 
loose ends of the ligature through the loop hy drawini; ihe laav O^^-sis^ 
Then draw each end tight, and lie very Vi^XuX-j a. w!pi.te.Vw<i\.. 



Fio 84. 
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Seventh Step. — Drainage. A glass drainage-tube is introduced 
at the lower angle of the wound, and reaches down into Douglas's 
poach ; it is lightly filled with iodoform gauze. Drainage may 
often be omitted. 

Eighth St^. — Suture and antiseptic dressing. The suture may 
pass through all layers at once, or the peritoneum, the muscles, 
the fascia, and the skin may be sutured separately. 

A/ta--treatineitt. — Absolute rest in bed ; an eighth of a grain of 
morphine hypodennically is often Bufficient to control pain and 
restlessness. The packing in the tube is removed in three hours, 
and such fluid (bloody serum) as has accumulated is sucked out 
by a syringe with a long rubber tube attached ; fresh packing. 
This is repeated at least once in three hours, and the tube is 
commonly removed in twenty-four hours or less. Vomiting is 
prevented by not ^ving anything by the mouth for six or twelve 
hours after operation. The bowels should bo moved in forty-eight 
hours. Sutures are removed at about the ninth day, and in three 
weeks the patient is commonly well. 

Battey'e Operation, or Oophorectomy. 
Describe this operation. 

It is the removal of the normal or not very greatly changed 
ovaries for tlie relief of symptoms which do not yield to other 
treatment. The indications for it are — uterine fibroids (to check 
their growth), chronic pelvic inflauimations, chronic ovaritis and 
ovaralgia, ovarian insanity, ovarian epilepsy (of conrse only in 
carefully considered and selected cases). 

The details of the operation are the same as those of ovariotomy, 
except that the ovary is simply brought up into the wound by the 
fingers and seized by fenestrated forceps : its pedicle is transfised 
by a double ligature, tied, cut away, and allowed to drop back into 
the pelvis : the cut surface may be touched with the Paquelin 
cautery. 

Tait'8 Operation. 
Describe this operation. 

It is the removal of ovaries and tubes for the same conditions as 
Battey'a operation. It involves as an additional step ligature of 
the broad ligament in sections before the ovary and tube can be 
cut away. 
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■ DISEASES OF THE FALLOPIAN TUBES. I 

^ SALPINGITIS. "I 

Describe salpingitis. 

The acute variety is commonly the extension of a gonorrhteal 
inflanmiation of the lower genital tract. It may, as latent goiior- 
rhcea in the female (Noeggerath), be a very cotninon cause of 
sterility, and may be acquired from a very old and apparently cured ■ 

gonorrhcea in the male. Aeute salpingitis may, however, occur I 

without venereal infection. Chronic salpingitis may follow an 1 

acute attack or may develop gradually of itself. 

What is its pathology ? 

The mucous membrane is thickened and thrown into ridges; 

the inflammation extends to the peritoneal coat, and, from cicatricial ■ 

contraction and pressure and traction by adhesions, deformity and ■ 

stricture of the tube may result, the lumen at each extremity may I 

be obliterated, and a collection of the hypersecretion of the mucous ■ 

membrane may take place. The condition ia termed hydrosalpinx, 1 

pyosalpinx, or hEBmatosalpinx according as the contents of the 1 
distended tube are clear, limpid fluid, pus, or principally blood. 

What are the causes of salpingitis ? 

Gonurrhosal infeclion. septic infection from other causes, expo- 
sure during menstruation. 

What are the Bymptoma 7 

Acute salpingitis : Sharp pain in one or both sides of the pelvis ; 
moderate rise of temperature ; tenderness in the region of the tube, 
which may sometimes he felt on bimanual examination. 

Chronic salpingitis ; Menstrual colic ; leucorrhteal discharge. On 
bimanual examination the tube can commonly be felt to be thick- 
ened and irregular. 

What is the treatment? 

Acute salpingitis : Rest in bed ; antiphlogistioa (ice over hypo- 
gastrium or prolonged hot vaginal douches) ; leeches perhaps ; 
blisters. 

Chronic salpingitis : Repeated blisters over iliac region ; counter- 
irritants to the fornix of the vagina; tampons of boroglyceride, or 
8 per cent, ichthjol in glycerin ; hot douches ; alterative «*,t.- 

■ baths (warm solution of sea-aalt, elc) ■, ga\\a.ii\c tsv^eaX.-, *.A';f»'«i- 



HEMATOSALPINX. 



iiphoreotomj if the symptoi 
a apite of treatment. 



md persist ~ 



What are the special features of bydrosalpinz ? 

History of catarrhal salpingitis and very mild pelvic peritonitis ; 
symptoms of pain and pelvic pressure. A tense, smooth, elastic 
oval mass is felt in Douglas's pouch ; it may be fixed or movable. 
Clear fluid is drawn on aspiration per vagmam. The disease 
seldom threatens life. 

Treatment '\6 either by evacuation per vafftnam or removal of 
ovary and tube by laparotomy. 

PYOBALPINX, 
What are the special featarea of pyosalpinz ? 

In consequence of repeated attacks of salpingitis both extremities 
of the tube have become impermeable, and the cavity is distended 
with several ounces of pus. The a^mpfoms are those of recurrent 
pelvic peritonitis, with freedom from pain between the attacks. 
A tense, fluctuating, rather fixed, mass is felt in Douglas's pouch, 
which on aspiration yields pus. Dangers are of rupture into the 
peritoneal cavity, but this is commonly prevented by adhesions. 

Treatment is in most cases best by removal of ovary and tube 
by laparotomy. Where the abscess is opened through (he vagina 
and drained or packed it is very difficult to bring about oblitera- 
tion of the cavity. 

HiaiMATOSALPINX:. 

_ What are the special features of heematosalpiiix? 

■ The tube is distended with fluid blood from rupture of a tubal 

H pregnancy, from the regular monthly hemorrhage from the mucons 

H membrane of the tube, or from regurgitiition from the cavity of 

^1 the uterus. Symptoms are pain and prosatire. Even when its 

^M praduction ia sudden, the amount of blood taken from the general 

^1 circulation is not enough to give the symptoms of anaemia. The 

^1 chief danger is of intraperitoneal rupture. 

H Trealmeat is removal of ovary and tube by laparotomy, or, if the 

H cavity be intraligamentous, not a true hsamatosalpinx, inetsioo and 

H drainage from the vagina. 



I 
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LAPAROTOMY FOR PYOBALPINX, ETC.-" SALPINGO- 
OOPHOEEOTOMY, ' ' 

This operation differa from ovariotomj in tbe fact that both tube 
and ovary on the affected aide are removed, and that it is thus neces- 
sary to ligate the broad ligament in sections before cutting the tube 

EXTRA-UTERINE PREGNANCY. 
What are the principal varietieB ? 

Tubal, interstitial, and abdominal pregnancy. 

That are the causes 7 

Stricture of the tube ; constriction or flexion of the tube by 
adhesions ; tumefaction of the mucous membrane of the tube from 
chronic salpingitis. 

What aie the BymptomB? 

For the first two or three months there are amenorrhea and the 
ordinary symptoms of pregnancy. Then the patient may suddenly 
exhibit the symptoms of pelvic hsematocete : intense pain, nausea, 
and collapse ; if untreated, death may follow from acute anaemia 
or septic peritonitis, or a slow recovery may take place. In other 
cases the symptoms which first attract attention are irregular and 
profuse discharges of blood from the uterus, pain, and a rapid 
enlargement of the hypogastrium. 

What are the physical signs? 

The uterus is distinctly enlarged and softened, and is displaced 
upward and to one side. Its cavity is slightly increased in length, 
and on dilatation of the cervix it is proven to be empty. In 
Douglas's pouch or a little to one side a tumor may be felt : it is 
rather fixed, not very sensitive, fluctuating, and sometimes gives 
ballottement. 
What is the diagnosis? 

It must be differentiated from uterine fibroids or fibro-cysts ; cyst 
of the ovary or broad ligament ; pelvic hsematocele ; gestation in 
one horn of uterus bicornis ; pregnancy in a retroverted uterus ; 
pelvic inflammatery exudation or abscess. 
What are the conise and prognosis 7 

The prognosis is bad. If nuUeated, ■cM'^X.iKft wniiisi^ «« N^^rx 
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occuTB in almost all cases, and death may then occur from hemor' 
rhage, aepticremia. peritonitis, and perfoiation of important viscera ; 
or the haematocele thus produced may terminate favorably, and the 
fcetuH, now dead, may be converted into a lithoptedion and may give 
no further trouble, though it is always liable to do bo. 

Wliat is the treatment? 

For a ruptured estra-uterine gestation there is only one thing 
to be done : laparotomy and removal of the sac and its contents. 
Unruptured cases may properly be first treated by methods calcu- 
lated to destroy the life of the fffitus, and hence, by reduction of 
vascularity, the subsequent removal may he very much less dan- 
gerous. These methods are — electricity (faradic current, one pole 
placed either in the vagina or rectum ; sittings repeated until the 
sac ceases to grow : it would be worse than useless if there were 
any symptoms of impending rupture). Aspiration of the amniotic 
fluid was formerly performed ; also the injection of different euh- 
Etanoes into the sac ; but these have been abandoned. 

In cases of distinctly abdominal pregnancy which have passed 
the first three or four months, interference should he withheld 
until, at about full term, an attempt at labor gives the indication 
for laparotomy, with a moderate chance for both mother and child. 

DISEASES OP THE PELVIO PERITONEUM AKB 
FASOIiE. 

PELVIO PERITONITIS. 
Define and give the synonjrma. 

Pelvic peritonitis is an inflammation of that portion of the 
general peritoneum which lines the pelvLs and invests the pelvic 
viscera. It is one of the most common diseases. The sf/rumymt 
are perimetritis and pelveo-peritonitis. 

Describe the pelvic peritoneum. 

■ From before backward it is reflected on to the bladder from the 
anterior abdominal wall about 1^ inches above the symphysis; 
covers the fundus, and crosses to the uterus on a level with the 
OS internum, forming the veaico -uterine pouch and veaieo-uterine 
ligaments. The vesico-uterine pouch is normally empty, and lies 
more than i an inch above the anterior fornix of the vagina. The 
/tontooeam inresta closely the anterior surface of the uterus, passes 
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over the fatidns, and covers the entire posterior surface. Latorallj 
laases oif to the aides of the pelvia, forming the hroad ligaments, 
iteriorly it continues down, investing the vaginal nail for ahout 




an inch ; passes on to the rectum, form' 
of Douglas and the utero-sacral 
surface of the middle portion of the 
:TOunds the upper part. 



g the pouch or cul-de-sao 
ts. It covers the anterior 
itum, and completely sur- 
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What fossa are formed by reflections of the pelvic peritoneum? 

The utero-veaical in front and two lateral pouehes, the ] 
vesical ; the pouch of Douglaa behind, and two lateral pouchea joBt 
outside the utero-aacral ligaments. 

The pouch of Douglas ia the lowest part of the pelvio peri- 
toneum. It is the first part to he filled with fluid, and may contain 
loops of intestine or tumors, ovaries, etc. It is separated from the 
vagina by onJy one-fourth of an inch of tissue, and extends down a 
little deeper on the left side. 

What is the pathology of pelvic peritonitis? 

Pelvic peritonitis is usually localized. The serous membrane 
first loses its shiny, glistening appearance from loss of epithelium 
and from exudation. If there is a slight amount of fluid, the 
surfaces may adhere to each other ; if (he serum is considerabli 
adhesions may be prevented and the fluid absorbed ; or it may h 
encapsulated, forming peritoneal cysts. The inflamed surfaces 
are covered with a reddish -yellow pseud o-m em hrane, eonsiatin^ 
chiefly of newly-formed connective tissue (plastic lymph), which 
may be so profuse as to fill up all the cracks and cause adhesion 
of all the viscera. 

In severe forma, such as are produced from puerperal septicfemift 
and gonorrhtea, the fluid becomes purulent. The varieties of pelvic 
peritonitis are — adhesive peritonitis, sero-adhesive peritonitis, purulent 
peritonitis. 

What is the etiology? 

Pelvic peritonitis is generally secondary to inflammation of the 
uterus, ovaries, and tubes, and these are generally induced by — 

1. Taking cold during menstruation, first giving rise to endo- 
metritis, then salpingitis, and finally peritonitis. 

2. Gonorrhoea, 

3. Traumatism, passage of sound, applications to the cervix 
having been known to cause peritonitis. 

4. Septic infection by instruments or during parturition and 
abortion. 

5. Entrance of foreign substances into the pelvic cavity; rup- 
ture of a pjosalpinx or ovarian abscess, or injection of fluids 
through the uterus and tubes ; hjematooele. 

6. Mechanical irritation ; displaced uterus or ovary ; improperly 
applied pessary. 
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7. New growthe ; cancer ; tubercular peritonitis. 

Pelvic cellulitis. Owing to the intimate anatomical connection 
of the pelvic fascia and peritoneum usually both inflammationB 
result from the same cause. 
Wliat are the symptoms? 

These may be acute or chronic. 

Acuta: Sharp ohill; temperature not high, 10l''-102°; rapid 
pulse, 120 or more ; pain and tenderness in lower part of abdomen ; 
knees drawn up ; tongue furred early ; nauaea and vomiting ; con- 
stant desire to pass water ; severe rectal and vesical tenesmus ; 
constipation ; tympanites ; sometimes menorrhagia. Temperature 
may rise later to 105° or 106°, with general involvement of the 
peritoneuui ; but the inflammation usually subsides in a few days, 
or becomes chronic, or goes on to the formation of an abscess. 

Chronic : The symptoms of the subacute and chronic form may 
be very indefinite, and at first unrecognized. The whole pelvie 
contents may be massed together without any symptoms. There 
are usually dull aching pain in the pelvis, dysparcunia, menor- 
rhagia, and metrorrhagia. The pain may be intermittent in cha- 
racter, but all the symptoms may be remittent, with exacerbations, 
Obstinate constipation, with rectal and vesical tenesmus, is a com- 
mon symptom. 
Wliat are the physical BienB? 

Tenderness on pressure in the fornieea ; utero-sacral ligaments 
thickened, tender, and feeling like tense cords behind the cervis. 
The uterus may be fixed by adhesions. When the esudaCion of 
plastic lymph is considerable, we may get the "cardboard feel,"' in 
which the fornices feel hard and resistant, as if plaster of Paria had 
been poured into the pelvis and hardened. When there is con- 
siderable serum or pus shut off by adhesions, it may form a tumor 
behind the uterus and bulge into the vagina. 

What are the complications? 

Diseases of the uterus, ovaries, tubes, bladder, and rectum ; 
displacements of the uterus and ovaries ; stenosis and inflammation 
of the tubes, resulting in sterility; estra-uterine pregnancy; dis- 
turbances of menstruation. 
Wbat is the prognosis? 

Mild oases may exist for life and give no discomfort, or may 
gradually disappear. Large plastic eiudationa d\6a,-^-(;^-Ki -stx-i, 



192 DISEASES OF THE PELVIC PERITONEUM AND FASCIA. 

slowly, and result in diBplacementB. Serum maj be absorbed or 
go on to suppuration. Pus, more grave, may become cneapHulated 
or rupture into neigbboring orgaoa, or give rise to septicaemia, 
pyeemia, and death. 

Wliat is tlie differential diagsosis? 

The low temperature may distinguish it from cellulitis. It must 
be differentiated from fibroid tumors, faieal impaction, and pelvic 
hsematoeele. The history will in most cases suffice. 

What is the treatment? 

Acute cases : Absolute rest in bed ; give enough opium or mor- 
phine to relieve the pain ; limit the inflammation by an ice-bag or 
coU on the abdomen ; later,- apply hot poultices to the abdomen, 
and give hot vaginal injections; move the bowels by calomel and 
an enema. 

Chronic caaea : Attend to the general health by the administra- 
tion of tonics, fresh air, exercise, and keeping the bowels well 
regulated. 

Hot douches ; tampons of glycerin or ichthyol in glycerin 5 per 
cent, to 8 per cent. ; painting the fornices with iodine. For the 
adhesions, properly applied massage or electricity somctimeH acta 
very well. Blisters in the iliac regions are sometimes used. The 
following prescription is eseellent for keeping the bowels regulated 
in these cases : 

&. Extract, cascara sagrad.,fl., gss; 
Tr. nucis vomic, tn,v; 

Tr. belladon., tiLiij ; 

Glycerin., tiLs; 

Aqua menth. pip, q. s,, gj. — M. 

Ft.3j. 

When there is a collection of pus with no signs of pointing, it 
must be evacuated and drained. This may be done tlirough the 
vagina or abdominal wall. 

PELVIC OELLTTLITIS OR PARAMETRITIS. 
What is the ftmction of cellular tissue ? and vhere is it found 7 

It acts as a buffer and steadies the pelvic organs ; it binds the 
organs together. It is found between the bladder and the abdomi- 
nal wall (the prevesical space of Retzins) ; in front of the cervix ; 
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behind the uterus ; between the layers of the broad ligaments ; 
in the utero-sacral ligaments. 

What are the etiology and pathology of parametritis? 

The causes are — (1) Septic infection, usually from childbirth or 
abortions (especially criminal) ; (2) operations on the cervix ; 
(3) pelvic peritonitis: (4) cancerous or syphilitic disease. 

The pathological stages are — (1) Engorgement of the blood- 
vessels ; (2) exudation of serum, leucocytes, and plastic lymph ; 
(3) the exudation may resolve, or less frequently go on to the 
formation of pus, or it may form new connective tissue and 
remain. 

Cellulitis usually begins in the bases of the broad ligaments, and 
extends from there. When pus forms, it usually extends around 
to the prevesical space of Betzius, or it may go posteriorly. Re- 
cent investigation has shown that most of the cases formerly 
supposed to be cellulitis are reaUy peritonitis and salpingitis. 

What are the complicailons? 

Pelvic peritonitis always complicates eellulitis, but cellulitis is 
not necessarily present with peritonitis. Inflammation of the 
ovaries and tubes ; displaoementa of the utems ; thrombosis of the 

veins. 

What is the coDTBe? # 

In cellulitis resulting from criminal abortions or parturition the 
exudation mass may be absorbed in two or three weeks, or it may 
remain months and years and beeome ehnmie. It may go on to the 
formation of pus, and the abseesB thus formed may ropture into rec- 
tum, vagina, or bladder, or the psa nay fc^lkm the ingoinal canal 
and form a labial abeeeas. Baielj it disduvges through the saero- 
sciatic or obturator fofaaea, or ioto the peritoneal cavity. The 
abscess may thai heal up fipcfm the boitom or continue discharg- 
ing indefinitely. 



What are the iffaq^faMM? 

Acute : These nsuall j appear od the third to the itfth day aft^r 
labor or abortion: Bi^yr, ferer vp to Hl3r*-105**: .nhenie pul«^; 
pain not in prop o rtion to tlie sjvpcr/m^ : leg drawn ap on the .«ide 
where the pain is ; nansea. hii nne:\j %nj romittng ; «ome irrita- 
bility of the \AaMer and tttutm, fWhen pns formii th^«; m\VV W. 
septic symptoiM and ffmifiwi ^ lodual dLv^kas^f::) *XVi«^5m^ %YtB\- 
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t«ius subside in a few days aod the patient gets well, or the disease 
goes into the chronic form or forma an abscess. 

Chroaic : Onset insidious. Patients may go about with a large 
exudation mass, esperienoing only a heavy feeling of weight in the 
pelvis. The bowels are sluggish, alternating with diarrh<ea ; men- 
struation becomes irregular, profuse, or scanty ; pressure symptoms 
may be complained of; sciatic pain, etc. ; there may be some vesi- 
cal and rectal tenesmus. 

What aie Qie pbysical signs? 

In acute cases the vagina is found dry, hot ; localised tenderness 
in the fomices, usually to the left of the cervix. Lat«r, an exuda- 
tion mass, tense, elastic, and moderately tender, is felt bulging into 
the vagina and pushing the uterus to the other side. The exuda- 
tion mass is usually lateral, and rarely extends above the brim of 
the pelvis, as it does in peritonitis. The edge of the broad liga- 
ment may be felt running to the side of the pelvis. If pus forms, 
we get fluctuation and other signs of an abscess. 

From what should pelvic cellulitis be differentiated 7 

Pelvic peritonitis, salpingitis, pelvic hiematocele, fibroids, ovarian 
tumors, faecal impaction, carcinoma of rectum high up. 

What is the differential diagnosis between pelvic peritonitis and 
pelvic cellulitis? 

Pehk Ferifoiu/is. Pchic CMuUli». 

May be caused by inflam^nations Rarely caused by anything hot 
of the uterus, ovaries, and labor and abortion or opera- 
tubes, tions on the cervix. 

Pain severe. Pain less severe. 

Temperature not high. Temperature high. 

Kxudation mass not apt to bulge Exudation mass usually bulges 
into vagina, and is usually into the vagina, and is usually 
bilateral. unilateral. 

Vomiting. Usually no vomiting. 

Suppuration less common. Suppuration more common. 
In the acute .stage it may be very difficult to differentiate. 

What is the differential diagnosis between salpingitis, containing 
serum or pus, and pelvic cellnlltis. 

These cas'f.s were formerly supposed to be cellulitis. A careful 
bimanual examination reveals a sausage-shaped clastic tumor in 
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salpingiliis exten&ig aroiuid die uterus, domedmes fluctumtion. 
Hie histMj iinivs reenrreBt mxtMtks of pOTtoaitis, The patients 
are usoallj rmi down m bealtlt, while in oeUnlitis they are usually 
perfecdj heakhj. In salpingitis the ma^ does not bulge into the 
Tagin^ 

What 18 the ililiniitiil diagniwOT betwnan peMc oeUnlitis a&d 



History dijflferait from that of 
pelTie hannatoeele. 



Pdvic HxmaJtoctU^ 

History of sharp pain ; symp- 
toms of internal hemorrhagO) 
pallor, faintness, collapse, etc. 
(followed by a sharp attack of 
peritonitis). Physical signs of 
fluid in the peritoneal cavity. 

What Is t he d iferential diagnosis between pelvic ceUulitis and 
fibroid tomon? 



Pelvic CelMitu. 

History of inflammation and rapid 

formation of the mass. 
Painful. 
Mass fixed. 
Less well defined. 
Menstruation irregular. 



Fibroid Tamorsi. 
Slow growth. 

Not painful or tender. 
Moves with the uterus. 
More defined. 
Menorrhagia increasing. 



What is the difterential diagnosis between pelvic cellulitis and 
ovarian cysts? 



Ovarian Cysts. 

Slow, painless growth, with no 

history of fever. 
No disturbance of menstruation. 
Fluctuation. 



Pelvic CelhUth, 

Rapid and painful, with hiwtory 

of fever. 
Disturbance of mcnstnmtiiui. 
No fluctuation. 



How would you differentiate pelvic cellulitis from carcinoma of tho 
rectum? 

A rectal examination will reveal the character of tho iuuhn, hiuI 
in carcinoma there will be cachexia. 

What complications arise with cellulitis 7 

Endometritis ; salpingitis and distortion of tho tubow ; onlnrgo- 
ments and displacements of the uterus ; destruction of tho ovurloM ; 
sterility. 
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What is the prognosis? 

The proffiweig is good, the time is uncertain. If suppuration 
takes place, and rupture has occurred into the vagina or Tectum, or 
through the ahdouiinal wall, the prognosis is good. If it ruptures 
into the ureters or bladder, it is bad. 

Wliat is the treatment? 

Prnphylactie. — Thorough antiseptic precaution. 

Oarative. — (1) Attempt to abort bj complete rest; ice-hag over 
the site of the severest pain. For the pain, opium suppositorieB. 
Give Dover's powder, prolonged hot vaginal douches, and poultices 
may be substituted for the ice-bag. 

(2) After exudation has taken place promote absorption by hot 
vaginal douches, 2 quarts twice daily ; hot ponltices on the abdo- 
men. Keep up the general nutrition and regulate the bowels. 

(3) In old cases resolvents : vaginal injections, hot sitE-baths, 
general hot baths, pelvic pack. Counter-irritants: blist-ers, tr. 
of iodine, Paquelin cautery. Hydragogues ; Glycerin tampons — 
boroglyeeride 1, alum 1, chloral 2, glycerin 15 parts. 

(4) When suppuration takes place, open wherever it points, 
and drain. 

PELVIO H-fflMATOOELB AND HEMATOMA. 
Define these, 

A pelvic hEematocele ia an effusion of blood wholly within the 
pelvic peritoneal cavity, and which may be enelo.'^ed by adhesions, 
A pelvic hfematoma is an effusion of blood outside of the perito- 
neum into the cellular tissue, usually between the folds of the 
broad ligaments. They arc more common in married women who 
have borne children than in unmarried ; not infrequent in sterile 
married women. 

Hematocele is almost always in the pouch of Douglas, dis- 
placing the uterus forward ; it may be ante-uterine ; hmmatoma is 
almost always lateral. 

What are the sources of the effoBcd blood 7 

Iloflus of blood from the uterus and Fallopian tubes at time 
of menstruation, at times due to atresia vaginse ; ruptured tubal 
pregnancy; ruptured pelvic vessels ; ruptured cyst; esceasive blood 
from a ruptured Graafian follicle. 

The blood is first Suid, high up, and cannot be felt well. Later 
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it coagulates and pushes the uterus forward or to one aide. Finally 
it seta up peritouitis (usually twenty-four hours after onact), be- 
comes enuloaed by adhesions, and may go on to auppurutiou or be 
absorbed. - 

What are the caaaeB ? 

Fredispuxiiig : marriage state; freijuent cbildbearing ; mid-men- 

rual period, twenty to forty jeara ; profuse menstruation ; 

lythiog leading to oongestioa of the pelvic organs ; diseases of 

le ovaries, tubes, or pelvic peritoneum (adhesions) ; hard work ; 

extra-uterine pregnancy ; varicose veins of the broad ligaments ; 

atresia in the genital tract ; diatheses — bleeders, scurvy ; low state 

of the system ; working in match -factories. 

Exciting : Violence, usually the result of coitus during men- 
struation ; blows, falls, etc. ; sudden checking of menstrual flow by 
cold or emotion. 

The majority of pelvic hfematoceles are due to estra-utcrine 
pregnancy. 

What are the Bymptoms of pelvic hasmatocele 7 

The previous history usually shows poor health or long-standing 
pelvic disease, such as chronic pelvic peritonitis. Frequently there 
Ls a history of having missed two or three menstrual periods. The 
onset is usually sudden, ushered in by sharp, tearing pain in the 
pelvic region, faintness, collapse, pallor, feeble and rapid pulse, with 
all the other symptoms of an internal hemorrhage. The tempera- 
ture is normal or subnormal, and there are nausea and sometimes 
vomiting. In twenty-four hours, if the patient does not die from 
the initial hemorrhage (usually not), peritonitis is set up. There 
is a sharp chill, rise of temperature, etc. Then pressure symptoms 
appear, with more or less dysuria and painful defecation. There 
may be menorrhagia or the flow may be stopped. 

The ni/mpioms subside in a few days, and the effused blood is 
slowly absorbed. K suppuration takes place, we get septic aymp- 

What are the symptoms of pelvic faaematoma 7 

This usually takes place at a menstrual period or following labor. 
It may result from a ruptured extra-uterine pregnancy. The symp- 
toms are much less severe. Shock and pain are less pronounced. 
The efliised blood forms a mass in the exact position of a pelvic 
cellulitis. The uterus is pushed high up over the sym^bYsis., and. 
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there are pressure symptoms from pressure on the pelvic nerves, blad- 
der, and rectum. There may be oedema of the lower limbs. 

What are the physical signs of haematocele and haematoma? 

Hsematocele is felt as a tense, elastic mass, usually behind the 
uterus, pushing it well forward against the symphysis. The mass 
is first fluctuating, then hard. Later on it grows rapidly smaller, 
harder, and irregular in outline. If suppuration takes place, it 
usually ruptures into the rectum. Haematoma is felt as a smaller 
mass, usually laterally, between the folds of the broad ligaments, 
pushing the uterus to one side. It is less tender than a haematocele. 

What is the course, duration, and termination? 

The course is tedious. If the flow is severe in a hjsematocele, 
the patient may die at once from shock and hemorrhage. In rup- 
tured tubal pregnancies the prognosis is bad ; in mild cases it is 
good, but patients rarely return to health. It may end in disap- 
pearance, may remain stationary for years, or it may suppurate. 
The prognosis in pelvic haematoma is good. 

What is the differential diagnosis between pelvic haematocele 
and the following diseases ? 

Pelvic Hematocele. Pelvic Peritonitis. 

History of sudden pain, shock. History of more gradual onset, 
fainting, etc., followed by in- with signs of inflammation 
flammation. from the beginning. 

Uterus displaced. Uterus not displaced, but fixed. 

Pelvic Hsematocele. Pelvic Cellulitis. 

History of sudden onset, with History of onset following labor, 

sharp pain, shock, hemorrhage, etc., and with inflammation 

etc. from the outset. 

Tumor at first soft, later irregular. 

Less tender. More tender. 

Pelvic Hematocele. Fibroid Tumors. 

Kapid and sudden development. Slow growth. 

History. History. 

Sensitive. Not sensitive. 

Not attached to the uterus. Attached to the uterus. 
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Pelvic Hxmatocele. Ovarian Cysts. 

Sudden onset. Gradual development. 

History. History. 

Sensitive. Less sensitive. 

First soft, then hard. Fluctuating. 

What is the differentiation from fsecal impaction? 
Be sure and empty the rectum. 

What from carcinoma? 

Chronic history ; uterus not displaced. 

What is the treatment of pelvic hematocele ? 

Eaypectant : Check the hembrrhage ; absolute rest in bed ; ice 
on abdomen and pressure by a sand-bag ; hypodermic of morphine ; 
open the bowels early. If the cause of the hemorrhage in a rup- 
tured extra-uterine pregnancy, open the abdomen at once under the 
antiseptic preparations for any laparotomy ; wash out the effused 
blood ; clamp the bleeding points and tie off the ruptured tube and 
broad ligament, and remove; wash out the abdomen with hot 
distilled water; insert a drainage-tube, and close the*abdomen. 

In the second stage treat the symptoms of peritonitis. 

In the third stage promote absorption of the effusion by external 
and internal counter-irritants and hot vaginal injections. If sup- 
puration takes place and points in the vagina, open and drain here ; 
otherwise, open the abdomen, and, if possible, remove the entire 
mass, or open from the vagina and drain. 

What is the treatment for pelvic hematoma? 

Absolute rest in bed, cold on the abdomen, opium ; later, hot 
douches, poultices, and external and internal counter-irritants. 
If suppuration takes place, open and drain through the vagina 
or through the abdomen. 

MENSTRUATION. 

What is meant by puberty? and what by the menopause or cli- 
macteric? 

Puberty marks the transition from childhood to womanhood, 
when the several organs develop and menstruation commences. It 
marks the commencement of the childbearing period. The climac- 
teric period, or change of life, is that period when menstruation ceases 



200 DIHORDERS OF MENBTRUATION. 

and an atrophj iii' the pelvic organs takes place. Both peiioda 
are influenced by climate, heredity, and habits of life. 

Puberty usually begins at about the fourteenth year, earlier in 
hot climates, and menstruation ceases usually between the ages of 
forty-two and forty-five. During both these periods the entire sys- 
tem feels the change, and various pathological phenomena may be 
developed. The climacteric period usually lasts about two years. 
What are phenomena of normal menHtmatioii ? 

The chief feature of menstruation is the periodical discharge of 
blood from the uterine cavity (every twenty-eight days), which lasts 
normally between four and five days. The amount varies in indi- 
viduals. This discharge of blood depends upon the presence of 
the ovaries,* and is supposed to coincide with the rupture of a 
Graafian follicle. The superficial and glandular epithelium of the 
mucous membrane lining of the cavity of the uterus undergoes 
fatty degeneration once a month, disintegrates, and is cast off. 
The esposed capillaries beneath are readOy ruptured, and cause 
the bleeding. When the congestion of the pelvic organs is relieved, 
the flow ceases. The lining membrane of the nterus is now repro- 
duced by a proliferation of the cells beneath the former layer. 

DISORDERS OF MENSTRUATION. 
What are the disorders of menBtniaticm 7 

Amei]orrha?a, menorrhagia, metrorrhagia, dysmenorrhea, vicari- 
ous menstruation. All of these are symptoms of more or leas well- 
defined diseases, and not diseases themselves. 

Amenorrlicea. 



Amenorrhcea is the absence of menstruation occurring between 
the ages of puberty and the menopause. During the periods of 
pregnancy and lactation it is purely physiological. 

What are the cansee ? 

Load. — No n -development of the generative organs ; atrophy 
of the uterus and ovaries ; local inflammation of the OTariea ; 
occlusion of some portion of the genital tract. 

Constitutional. — Debilitating diseases, such as phthisis, etc. ; 

• According to Lawson Tail, the Fallopiftn lubes have wore influence. 
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ansemia, chlorosis ; plethora ; mental emotions ; cold and wet, as 
wetting the feet during menstruation ; poor food ; changes of cli- 
mate, as seen in immigrants ; obesity. 

'Wliat is the prognosis ? 

This depends upon the eiciting causes. If these can be remoTed 
the prognnnh is good. Amenorrboea due to non-development of 
the generative organs is usually incurable. 

What is the treatment 7 

When due to non-development of the generative organs and 
absence of the ovaries, nothing can bo done. When due to aniemia 
and chlorosis, give Blaud's pills, 2 1. 1. d.pc. ; regulate bowels ; good 
food ; fresh air and esercise. Permanganate of potash and the 
black oxide of manganese are recommended. A pill containing 
iron and aloes is sometimes very effectual. When due to imperfect 
development and with presence of the ovaries, tonics of quinine, 
iron, and arsenic ; hot douches ; boroglyceride" tampons ; electricity, 
faradic current. For the acute suppression of menstruation due to 
esposure to cold and wet, hot-water foot-baths and hot sitz-baths ; 
aconite internally. When due to phthisis and other debilitating 
diseases the treatment is that of the disease. 

Menorrhaeria and Metrorrhagia. 
Deflne menorrhagia and metrorrhagia. 

Menorrhagia means a profuse menstruation ; metrorrhagia means 
a discharge of blood from the generative tract between menstrual 
periods. 

What is the etiology 7 

Menorrhagia and metrorrhagia nearly always indicate local dis- 
ease of the lining membrane of the uterus, endometritis, fibroid 
tumors of the uterus and polypi, subinvolution, chronic metritis, 
retained aeoundines after abortion, salpingo-obphoritis, carcinoma, 
sarcoma and laceration of cervix ; other causes, acting indirectly, 
are cardiac disease, engorgement of the portal circulation, certain 
wasting disea.ses, and malaria, menopause, scurvy, haemophilia. 

What is the treatment 7 

The causes will indicate the treatment, but there will usually 
be found coexisting diseases of the endometrium, requiring local 
interference — i. e. curetting. The patient is placed in Sims's posi- 
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tion, Sims'a speculum introduced, the cervix dilated with PeaaTee's 
and Goodell's dilators, and the endometrium thuroughly scraped out 
with a Thomns dull curette or a Sims curette. Strict antisepsis 
must be observed. The uterus is iben thoroughly irrigated with 
hot 1 : 100 carbolic, to which iodine may be added if the hemor- 
rhage is profuse. The uterine cavity is then painted with iodized 
phenol (iodine gr. \x, carbolic acid ^), and an iodoform gauze 
tampon introduced. Drugs, such as ergot, hjdrastis CanadenaiH, 
and cannabis Indiea, are sometimes useful in decreasing the flow. 
Ergot and hydrastis should be administered for several days after 
a curetting. 

Fibroids may require to be removed thoroughly, or the removal 
of the ovaries and tubes. Carcinoma and inflammatioua of the 
ovaries and tubes require their own treatment. Retained eecun- 
dinea must be removed by curetting as described. 

VicariouB Menstruation. 
What is meant by this? 

A discharge of blood from some part of the body other than the 
uterus at the menstrual epoch. It may be associated with amenor- 
rhoea and scanty menstruation, and indicates a watery condition 
of the blood, with a constitutional tendency to bleed. The blood 
may come from the nose, mouth, throat, breasts, open sores, or 
wounds. 

Wb&t is tbe tieatment ? 

When this is associated with amenorrhoea, the cure of this will 
usually stop the vicarious menstruation. If not troublesome, no 
special treatment is indicated. 

BjrsmeDorrtioea. 
Define dyamenorrhfea. 

The term dysmenorrho^a signifies an abnormal amount of pain 
at the time of the menstrual epoch, occurring just before, during, 
and just after menstruation. It is a symptom, and not a disease 
by itself. 

Sow is dyBmenoTTluBa classified for conTenience 7 

The varieties of painful menstruation mentioned are nevral^c, 
ovarian, congeeh've, obstructiw, and meinlraiious ; but they cannot 
be distinctly separated, being often combined. 
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Oive tlie etioloey, Bymptoms, prognosis, and treatment of neuralgic 
dysmenorrncea. 

Etiolfigi/. — No patliolugical clmrjges can be detected in the pelvic 
organs. The same causeH pruduuing neuralgia in other parts ol' 
the body may act on the pelvic organs — enervating habits, ansemia, 
or anything depressing the system ; hysteria, masturbatiun, rheuma- 
tism, and gout ; lacerations nf the cervix. Sometimes no cause can 
be found. It is often associated with other varieties, 

Symjitoms. — The pain is of a sharp, fixed character or lancinat- 
ing and colicky. It may he referred to the uterus or ovaries or 
rarely to some distant part of the body. The pain usually appears 
before the flow, and continues less severe during the discbarge, but 
it may stop with the onset of the flow. It varies in intensity. 

During the intermenstrual period the patients frequently have 
neuralgia elsewhere. 

Prognosis. — If the patients can be built up in health and adopt 
good treatment for a cure, recovery is probable. Parturition is 
said sometimes to produce a cure. 

Treatment. — This is indicated by the predisposing cause. The 
same treatment as for neuralgia in other parts of the body. Ton- 
ics, complete change of mode of life and climate, fresh air, exer- 
cise, sound introduced just before the period, or rapid dilatation, 
electricity. For the pain, suppositories of cannabis Indica and 
belladonna or of opium may be given. The tine, of piacidia in rrLJtx 
doses is highly recommended. Hot sitz-baths. Haydeu'a vibur- 
num compound is excellent. 



Etiology. — It is supposed to be due to disease of the ovaries, but 
there is often grave disease of the ovaries without any painful 
menstruation. 

Sjffnptoms. — Pain in the intervals between the menses, coming on 
a few days before the flow and diminishing with it. The pain is 
of a dull, aching character, accompanied by tenderness over the 
region of the ovaries. There may be nervous phenomena and dis- 
turbances in the tracts. 

Treatment. — For ovaritis build up general health ; Battey's ope- 
ration as a last resort. 

Define congestive djramenorrluBa. 

This form is characterized by an excessive congestion of the ute- 
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ruH and appendages during menstruation, owing to an abnormal sIbIl- 
of thtse orgaiia, which gives rise to pain. 

What is the etiology ? 

Periuterine iuflammation, salpingitis, displacements of the ute- 
rus, uterine fibroids, endometritis, chronic metritis, exposure to cold 
and wet during menstruation, plethora. 

What are the sjrmptoms ? 

Sudden pain at the menstrual period. This may last during the 
whole period or become gradually less. It is usually accompanied 
by a decrease or stoppage of the flow, and some constitutional dis- 
turbances — fever, headache, nauaea, conBtipation, rapid pulse, etc. 

What is the prognosis? 

13ood if the cause can be removed. 
What is the treatment 7 

Correct the causeK. When due to esposure to cold and wet 
during a period, have the patient soak her feet in a hot muslard 
foot-bath ; wrap up in blankets and go to bed ; aid perspiration by 
diaphoretics ; make hot applications to the pelvis. In the inter- 
menstrual period give hot vaginal douches ; glycerin tampons ; scar- 
ify the cervix ; prevent tight lacing and hanging heavy skirts on 
the waist. For the pain the same remedies as for the neuralgic 
form may be used. 
Define obstructive dysmenorrbcea. 

Thia form of dysmenorrbcea is due to an obstruction to the flow 
which may be situated in the cervix or vagina. It is not nearly as 
common as was supposed. 
Wliat is its etiology ? 

Contraction of cervical canal, congenital, or acquired by the ap- 
plication of strong caustics, labor, or operations on the cervix. The 
stenosis may be at the external or internal os : the latter is much 
more commonly a cause of pain than the former. Additional 
causes are flexions of the uterus, fibroids and polypi, stenosis of 
the vagina, long conical cervix, spasmodic contractions of the 
internal os. 
What are the symptoms 7 

Pain of a colicky expulsive character, situated in the pelvis and 
accom;)anied hy the passage of clots, This is due to the collection 
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of blood distending tho uterino cavity until labor-like paias are 
excited. Uterine contractions finally overcome the obstruction, 
and there is a guah of blood and rilota. This may be repeated until 
the flow comes. The internal os in these cases is often found hyper- 
fleathetic on the passage of a sound. 

WlLSrt is the treatment? 

This consists in removing the cause of the obstruction ; mechani- 
cal dilatntioD with Peaslee's graduated dilators and steel branched 
dilators; vaginal strictures may be treated by dilatation or divis- 

Describe the method of dilating the cervix. 

The patient may be placed in Sims'a or the lithotomy position 
on the edge of a table. A Sims speculum is introduced, and the 
parts thoroughly irrigated with 1 ; 2000 bichloride. The anterior 
lip of the cervix is grasped with a pair of bullet forceps and drawn 
down. The curve of the ut«rus having been previously ascertained, 
the smallest sized sound is introduced, and allowed to remain a few 
minutes ; then a larger sized is used, etc. ; finally a steel branched 
dilator is introduced and expanded. The canal may be kept patent 
by means of an Onterbridge wire stem, or by the passage of a 
graduated sound every few weeks. An anmstlietic is not always 
necessary in these eases. 

Define membianouB dysmenoirhcea. 

Membranous dyamenorrhcea is the expulsion of the lining mem- 
brane of the uterine cavity, whole or in pieces, at the menstrual 
period. 

What is its etiolog? ? 

The true cause of this affection is not known. It may be associ- 
ated with metritis or endometritis, and ts usually found in cases of 
poor genera] health. The membrane consists of the superficial 
layer of the endometrium, with an excess of the round cells and 
fibres. It is usually triangular in form, its internal surface being 
smooth and its external shaggy. It presents numerous perforations, 
the openings of the utricular glands. The blood collects under 
this membrane and dissects it off. 

Wliat are the Bymptoms 7 

Severe pain at the commencement of the flow, increasing in 
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This usually takes 
The flow ia usuall; 



aeverity until the membTane is dig 
place on the third day, and the pai 
profaae. 

For wliat is this liable to be mistaken? 

Early abortion. It can be differentiated from this by its repeti- 
tion, by the absenec of eborionie villi, and by the absence of the 
symptoms of pregnancy. 

What is the treatment? 

It ia very difficult to cure. Dilatation and curetting, followed 
by painting the endometrium with iodized phenol or iodine, may 
be resorted to. For the pain give hot sitz-haths and hot applica- 
tions to the pelvis, together with the drugs mentioned for neural^c 
dyemenorrhcea. 

ELEOTRIOTTY IN GTNEOOLOGT. 
What apparatus is required? 

1. Galvanic Battery. — Made up of at least 30 cells, with large 
elements (per ex. : zinc and carbon plates 6X9 inches in a solution 
of hiohromate of potash and sulphuric acid). 

Aceemwiei to Galvanic Battery. — Rheostat, to regulate the 
strength of the current by regulating the amount of resistance in 
the circuit ; milliampire meter, to indicate the strengtb of the 
current. 

2. Faradic Battery. — The most convenient is one in which the 
primary current is generated by a single dry cell. 

3. Conducting Wires. 4. Elecirodex. — Large flat electrode with 
sponge or soft clay surfaces for the abdomen, and a variety of 
electrodes with insulated stems and cylindrical, globular, or sharp- 
pointed metal or carbon tips for vaginal and intra-uterine use or 
for electTO-punctnre. 

What are the therapeutic effects 1 

Relief of pain (mild faradic current); stimulation of growth 
and function in the utems and ovaries (medium faradic current) ; 
hsemostatic (faradic or the positive pole of the galvanic battery) ; 
absorption of inflammatory masses and adhesions (negative gal- 
vanic pole) ; destruction of vitality in the fcetus in estra-nterine 
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gestation (galvanic current) ; alterative effect upon neoplasms, 
especially fibro-myoma (galvanic current). 

What are the indications for the use of electricity? 

Acute Inflammations. — Mild faradization, and, as a rule, not in- 
tra-uterine. 

Adhesions and Exudations. — Negative pole in the vagina and 
a galvanic current of fifteen to fifty milliamp^res passed for ten 
minutes. Galvano-puncture has been recommended, but is less 
free from danger. 

Amenorrhoea and Dysmenorrhcea. — Spinal galvanization, one 
pole over the nape of the neck and one over the sacrum ; or the 
faradic current, with one pole over the lumbar vertebrae and one 
over the hypogastrium ; or one pole over the hypogastrium and 
one in the cavity of the uterus, the current being either faradic 
or galvanic (negative pole in uterus). 

Cervical and Corporeal Endometritis. — The negative galvanic pole 
is in the uterine cavity, and a current of twenty or thirty milliam- 
p^res is passed for twenty minutes three times a week' For chronic 
cases the strength. of the current may be gradually increased to 
one hundred or even two hundred milliamp^res, but the sittings 
should be very short. 

Menorrhagia and Metrorrhagia. — The mild faradic current, with 
one pole in the uterus, sittings daily for twenty or thirty minutes, 
is quite effective. In extreme cases the positive electrode of the 
galvanic battery may be placed in the uterine cavity, and a current 
passed strong enough to act as a cauterant. 

What is the value of electricity in uterine fibro-myoma ? 

This is the chief condition for which the use of electricity has 
been praised in gynecology ; it is also the one for which very many 
eminent practitioners consider electricity valueless. The details 
of the treatment have already been given. The best results are 
obtained in the submucous variety, in which the hemorrhage may 
be well controlled, extrusion favored, and the growth often arrested. 
In the interstitial form similar results may sometimes be obtained, 
but in the subserous form benefit is rare and the risks are greater. 

Describe the method of administering electricity in ovarian irri- 
tation. 

A large ball electrode, positive, is placed in the vagina, and a 
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galvanic current of ten milliamperes is passed for twenty minutes 
twice a week. 

What are the results of the use of electricity in gynecology ? 

In a certain proportion of cases in the above classes the results 
are excellent ; in other cases the results are discouraging. While 
not a panacea, it is still a legitimate and desirable means of treat- 
ment in gynecological diseases. 
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Ph. G, In one handsome octavo volume of 1093 pages, with 256 UInstT»- 
tions. Cloth, f&.OD ; leather, $6.00. 



Stille & fflaisch's National Dispensatory— 4th Ed. 

The National Dispensatory. Containing the Natnral 
HiBtoiy, Chemistry, Pharmacy, Actions and Uses of Medicines, including 
those rscognized in the Pharmacopceias of the United States, Great Bdlain 
and Qermany, with numerous referencea to tba Frendi Codex. By 
Alfred Stille, M. D , LL. D., professor Emeritus of the Theory and 
Practice of medicine and of Clioioal Medicine in the University of Penn- 
sylvania, and John M. Maisch, Phak. D,, Proleasor of Materia Aftdica 
and Botany in Philadelphia College of Pharmacy, Secretary to the Amer- 
ican Pharmaceutical Association. Fourth edition revised, and covetiog 
the nevr British Pharmacoptmia. In one magnificent Imperial octavo vol- 
ume of 1794 pages, with 31 1 elaborate engravings. Price in cloth, JiT.Sfi ; 
leather, raised bands, $8.00 ; half Russia, $9.00. V Thi$ wirt teiU U 
furnxa/ied ui'lA Pafent Beady Reference Thamb-telier Index for $1.00 in addS- 
(ton (0 thepriee in any of Vit oioce ttylet of binding. 

■We thini. It ■ matlcr for «iDgralulattoa neither the phyiician nor the phimislit 
IhHtthe pn>reB9lonot medlt'Ine snd thatt^ ran da Hltbnut the Ixxwt text-books on 

orthligreatwarkastocalL for [our editions and compnthi-aBlve ss this one. The book 
vitbln the con psnli rely brief period ot Is in every ira; cmlllable both to Ihe sn- 
elgbt jfaa. Tbe oiillEra nitb whicb it (hon and ia tbe pnbllBhen.— AW Tcrt JUttt- 
detb are of so prxcllcal a nature thai ', IcolJmmal.Ms.^ 11,1887. 
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&CI]craticulice, iUatcria ^IcDica. 



Maisch's Materia Dledlca— New (.5th) Ed. Jast Ready. 

A Manual of Organic Materia Medica; Being a, Guide 
to JIateria Medica of the Vegetable aod Animal Kingdoms, For llio use 
of Stndents, Druggista, Pharmaciata and PhjBiciiins. By John M. 
Maibch, FHiE. D., Professor of Materia Medica and Botany in the Phil- 
adelphia College orPharmaey. New (fifth) edition, thoroughly reyiaed. 
In one very handsome ISmo. volume orSH pages, with 27U engruvinga. 
Cloth, fS.OO. Jii*t reads. 




Hare's Practical TherapeaUcs— Second Edition. 

A Text-Book of Praotioal Therapeutics; With 
Especial Refereuce to the Application of Remedial Measures to Disease 
and tlieir Employment npon a iiatioual Baais. By Hobabt AMobv 
Hare, B. Sc, M. D., Professor of Materia Medica and Therapeuties in 
the JeffersoB Medical College of Philadelphia ; Secretary of the Conven- 
tion foe the Eevision of the United States Phannacopusia of 1890. With 
Hpeeial chapters by Dks. G. E. de Schweisitz, Euw'abd Maktin, J. 
HowAfiD RcEVBS and Barton C. Hirst. New [3d) and revised edition. 
In one handsome octavo toI. of 650 pages. Cloth, $3.75 ; leatljer, {4.75. 

acoordiag 1o Iheir EdeIIsB niunea; Bad ■ 
dose liatol drugs ofiicToBl snd unafflclDBt. 
la addlttoa to tbe ecneral ladei, a copious 

edies lias been sppended wblch tUI reader 

the conlCDU eaalif aocesslble.— fAs Msdical 

^!M,Ju1t1», 18B1. 



Bmnton's Tberapentlcs and Mat. Med.— 3d Ed. 

A Text-Book of Pharmacology, Therapeutics and 
Materia Medica; including the Pharmacy, the Physiological Action 
and Therapeutical Uses of Drags. By T- Laudeb BRUNTOy, M.D., 
D. Sc, F. R S., F. R. C, P., Lecturer on Materia Medica aod Therapsntica 
at 8t, Bartholomew's Hospital, London, etc. Adapted to the U. S. Phar- 
macoproia by FitANCia H. Williams, M. D , of Harvard Dniveraity 
Medical School. Third edition. Oi;tftvo, 1305 pages, 230 illnatrations. 
Cloth, $5.50 ; leather, $8.50. 

NowardsorpTafaeireneededforlhlBwork, made ia THrloni direcllaoi la tbB art ot 
"iril has»lni»dyBpoton 
_dUloaa. Ii was •- ■■ 

ptaiedajnongtuBfc .,.- — — „ _ - — — 

Mat «Ter publlBhed In inr UngVKs, and iiJsbei to ba full^ up la the tlmeg [o this 
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edUloaa. It wai bj unanlniouB caasoat Id IIb tborougbl; 

. ..jr published In inr UnEUkes, and iiJsbea to ba full^ up la the times [o this 

IhetnllerillikaoiraaadatadM the more Bcleacscan afibrd to uegl»dt thestudfof Dr. 



highlTitliuppiKisled. The rreunt edition Bmolon'i worif . Tbslodeiea aroeiaellant, 
fionUiiuoiuubneirtDatler.ttie loiertloa of aadadd aot alitlla lo the pracllcal Talue oi 
wblcb has been aecauluted b; the adraams the booli.— ifeiilciil Rcair<l,Us.^ U,\^^^- 



IJtatlice of flUbitinc. 



Lyman's Practice— Just Ready. 
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The Principles and Practice of Hedlcine. For the 

Use of Medical Stndeiii« and Praeiitiouets. By Henry M. Lyman, M. D , 
Professor of the Friuciplea and Practice of Medicine, Knsb Medical Col- 
lege, Chicago. In oue very handsome octavo volume of 9S5 pages, with 
170 illnstratioos. Cloth, $4.75; sheep, $5.75. Just reads. 

The aathor has nndertaken topiesent in tbia volume not onlj the 
reanltaof bis long eiperieuce as a practitioner and teacher, bat to mt^e it 
representative of the latest slate of hnowledge in its department. The 
work ia assured of wide use as an nnsnipossed gaide Ibi the Btudeut and 
likewise for the practitioner. 



I 

I 

L 



Flint's Fractlce-Sixtli Edition. 

A Treatise on the FrincipIeB and Practice of Med- 
icine. Designed for the use of Students and Practitioners of Medicine. 
By Austin Flint, M. D., LL. D., Professor of the Principles and Prac- 
tice of Medicine and of Clinical Medicine in Bellerne Hospital Medical 
College, New York. Sixth edition, thoroughly revised and rewritten 
by the Author, assisted by William: H. Welch, M. D., Professor 
of Pathology, Johns Hopkins Univereily, Baltimore, and Austin Flint, 
Jb-.M. D., LL. D., Professor of Physiology, Bollevne Hospital Medical 
College, New York. In one very handsome octavo volume of 1180 pages, 
with illnstratioDB. Cloth, $5.50; leather, $6 50. 
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Harfshorne's Essentials— Fiftb Edition. 

Essentiala of the Principles and Praotice of Medi- 
cine. A Handbook for Students and Practitioners, By Henbv Habts- 
HOKNE, M. D., LL. D., lately Professor of Hygiene in the University of 
Pennsylvania. Fifth edition, tlioroughly revised and rewritten. In ons 
royal 12ino. volume of 660 pages, with 144 iUustiations. Cloth, f2.76; 
half bonnd, $3.00. 

Aa IndiBpensablo boot. No work e'er vttj nwtul to Btudents espociBllr. Thsao 

eihibtted »liatt«rBvenige of Bctual practical euentlaiiar ■—<■-'•- '- -■uji— .v- 

Iiestmeot than Ihli Due; and probsbl; oot laeaailaBei 
one nrllei In our da; had stwiteropportu- ofioydlB" 
s/i'/'I^DCr.HartiborDefDrDnndenifagall meat.— C» 
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Fothergill's Handbook of Treatment— 3d Edition. 

The Practitioner'H Handbook of Treatment; Or, the 
PrincipleaofTherapeutiis, By J, M. Fothkeo[ll, M.D., EniN, M.R.C.P., 
IXiND,, Physician i« the City of London Hospital for Diseases of the Chest. 
Third edition. In one Bvo. vol. of 661 pages. Cloth, f 3.75 ; leather, $4.75. 

Flint's Anscnltatlon and Percussion— Fifth Edition. 

A Manual of Auscultation and Percussion ; Of the 

Rijsical Diiignosia of Diseaaea of the Lnoga atid Heart, and of Thoracic 
Aneurism. By Austin Flint, M. D., LL. D., Professor of the Principles 
and Practicoof Medicine in BellOTne Hospital Medical CoUege, N. Y. Fifth 
edition. Edited by Jamea C. Wilson, M. D., Lectnrer on Physical Diag- 
nosis in the Jefferson Medical CoUege, Philadelphia. In one handsome 
i07all'2mo. Tolameof 274page3, with 12 illustrations. Cloth, $L.T5. 
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Glbbes' Histology and Patliology. 



Practical Pathology and Morbid Histology. By 
Eeneagb Gibbks, M. D., Professor of Pathology in the University of 
Michigan, Medical Depattratnt. In one very handsome octavo Tolnme of 
314 pages, with 60 illnstrations, mostly photographic Cloth, J2.75. 

Thlsli,lnpatt. anexpaoaionor tbe llllle I aQBBthDbacikleaiulltlle tflbed«!red. The 
work published by tbe Riitbor some years woi-k Is throuBliout nrofueely illnilrated 
ago, and hiBacknoTledged skill aa a practi- with reproductions of tulcro-pbotograpbB. 
cal mlcroBconist will give weight to his in- We mar ssf that the practical hlsiolf^st 
Etruotiona. tudeed. In [uliiesaof diretllons | will gain mucb u^ful Inrorcnatioa from the 
■a M Ibe mod« of latentlgalliig muibld lit- | book.— ITw Lmdm Lancet, JinuBi? 23, 1802. 
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Green's Pathology and Morbid Anatomy— 7th Ed. 

Pathology and Morbid Anatomy. ByT. HaNBY Geezw, 
M. D., Lectnrer im Pathology and Morbid Anatomy at Charing-Cross Hos- 
pital Medical School, London. Sixth American from the seventh revised 
En^ish edition. Octavo, 539 pages, with 1G7 engravings. Cloth, f2,7fi. 

11 is better adapted (o the wants of gen- [ mlcroMone. The faet lh»t It Is so generally 
•ntpractlilQnenthanBn; wotk oF the kind empluredaaateit-book bf medicarstudeuta 
with whicb wo ire acquainted. The cuta l^evldcncetbatwehateDot spoksD toomuch 
exhibit the sppearaoces of patholoslcal In Its favor.— C<'ncfNna« JVRlicafJVeiM, Oclo- 
■ttUdtDiesJuit an Ihej arc Been through the | ber, I8S9. 



Ilntlfologp, ^iBtalass, jUQCteriolag!}. 

Payne's General Pathology. 

A Manual of General Pathology. Beeigned as anintio- 
duction to tbe Practice of Medicine. By Joseph F. Paykb, M. D., 
F. R. C. P., geoior Assistant Pbysiciaa and Lecturer on Pathologiiad 
Anatomy, St. Thomas' Hospital, London. OctaTO of 6'24 pages, with 1&3 
illnstrationa and a colored plate. Clotb, (3.50. 
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Klein's Histology— Fonrtb Edition. 

Elements of Histology. By E. Klein, U. D., F. B. E , 

Joint Lectarer on General Anatomy and Physiology in tlie Medical School 
of St. Bartholomew's HospitaL, iJoiidoa. Fourth edition. Id one I2ino. 
volame of 37(1 pages, with 194 illuatrations. Limp clotb, J1.75. See 5(ii- 
denlif Series u/ MmmaU, page 30. 

Abbott's Bacteriology. 

The Principles of Baoteriology ; a Practical MatiTial for 

Btndenta and Physicians. By A. C. Abboti, M. D,, First Assistant, Lab- 
oratory of Hygiene, University of PennBylTania, Philadelphia. la one 
ISmo. volumeof 259 pages, with 32 illastrationa. Cloth, $2.00. Jtut ready. 
On reading this rainua! of Dr. Abhott.»ny fiirnlahei an eioetlent guide to the itudenl. 
Due faiDillar »lth lbs subject will resdilj Of equ&llnipoitaticeli thecbipter ondliin- 
recognlie (he tlict that Ihe book ia not tectants, gntlseptlcB and ekln dUinfecUon. 
meivlf a connillatloii from other works, but It will Ibrm a vaJuable addition to the lllarB- 

aulbor, as well aa complele knowledgo of logical inTeatlgatlon.— aSe Thtraptatie Ga- 
tbB prsclical detaili oF haclorlology. Ills ««, May IS, 1892. 

Senn's Snrglcal Bacteriology— Second Edition. 

Surgical Bacteriology. By Nicholas Benn, M. D., 
Ph. D., Professor of Surgery in Rush Medical Collie. Chicago. New 
(second) edition. In one handsome octavo of 3SB pages, nith 13 plates, of 
which 10 are colored, and 9 engravings. Cloth, f 3.00. 

Coats' Pathology. 

A Treatise on Pathology. By Joseph CoAia, H. D., 

F. F. P. 8,, Pntholi^st to the Glasgow Western Inflnnaty. In one very 
hMidsoiae octavo volume of 829 pages, with 339 beaatifol iUnstratioas. 
' ffi, $5.50; leather, fS.50. 



Nctuons anil itlrnlnl Oiseascs, Snrgcrp. 



Gray on Nervous and Mental Diseases. 

A Practical Treatise on NervouB and Mental Dis- 
eases. Ej Landon Cabteb Gray, M. D.. Professor of Diseases of the 
Mind and Nervous System in the Sew Vorb Polyclinic. SborUs- 
'X'llIS work is devoted purely lo the praotioal aspects of nervous and mental 
-*- diseases, especial care being taken to present the fuudsmenta! knowledge 
■essential to agraap of its Bobjeela and to cast overj'thiQg in the clearest possible 
form. The scries of illustrations are rich aud unique, embracing a large Dum- 
ber of photographic engraivings of exceptional vividnesB and interest. By the 
emplojQieut of a strle at once concise and clear, and by careful arrangement, 
the aathor is enabled to Include an exposition of a vast and important subject 
in a condensed and oonvenieat form. It will be an admirable work for the 
Btudeot as well as for the practitioner. 
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Ross on Nervous Diseases. 

A Handbook on Diseases of the Nervons S76te:n, 

By James Boss, M. D., F. B. C. 1'., LL. D., Senior Assislant Phyaidiui to 

the Mancheeter Royal Infirmary. In one octo\'o volume of 725 pages, with 

"14 iUnatraliona, Cloth, $4.50; leather, $5.50, 

rhia Rdmlrable woik is Intended for | bighentpraiac and will nn doubt be rounil 

idents oC medldos sad Tor such medical or tbe gresleat rslue lo the sludent ns well 

BO as bsie no time for lengtlif Iresliies. bs lo tbe prsctitloaer.— ZUintur^lk llidUxil 



Roberts' Modem Surgery. 



The Principles and Practice of Modem Surgery. 
For the nse of Students and Practitioners of Medicine and Surgery. By 
John B. Roberts, M. D., Professor of Anatomy and Surgery in the Phila- 
delphia Polyclinic ; Profesaor of the Principles and Practice of Surgery in 
the Woinan'H Medical College of Pennsylvania; I,eeturer in Anatomy in 
the University of Pennsylvania. In one very handsome octai'o volume of 
780 pages, with 501 illustrations. Cloth, $4.50 ; leather, $5.6". 

Tsncflddoctrlnesand msthodsofprooticeof 
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slfrriog the udmirable mannirin whiDh be 
has Ibua tncreaaed the lueftilnew of hi* 
work.— JlMlcal Eaord, Jin, 17, 1891. 



Erichsen's Snrgery— Eighth Edition. 



The Science and Art of Surgery; Being a Treatise on 
Sorgical Iiynries, Diaeasesand Operatioaa. By JOHN E. EkicH9EN, F.E.S., 
P.K.C.S., Professor of Surgery iu University College, London, etc. From 
the eighth and enlarged English edition. In two large fivo. volumes of 2316 
pages, with 994 engravings on wood. Cloth, $9,00 i leather, ?ll.<W. 





Sntgcrg. 

Ashtaorst's Snrgery— Fifth Edition. 

The Prineiplea and Practice of Surgery. By John 

ASHttDEST, JK., M. D., Barton Professor of Surgery and Clinical Snrgary 

in the UniTereity of Penu'a; Snrgeon tothepenn'a Hospital, Phila, Fifth 

editloD, enlarged and thoronghl; i«viaed. In one Iiirge and Landsone 

ivolmneof 1144 pages, with eiSiUoa. Cloth, $6.0U; leather, $7.00. 

yery adT»nc« In surgery worth notins is 

abn found Id its proper nlioe. Itia un. 

uesUoniblj tlie beal and mojit completa 

Ingle volume an lurgei/, In tba Engliah 

nu«l upprcdstioa wblrh lis merlti! juHly 
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Droitt's Modern Snrgery. 

Manual of Modern Surgery. By Robert DKnnr, 
M. E. C. S., etc. Twelfth cditiou, thoroaglily revised by Stanley Boyd, 
M, B,, B. 8., F. E.G. 8. In one Svo. volume of 965 pages, with 373 illliB- 
Lrations. Cloth, $4.00; leather, $5.U0. 



Bryant's Snrgery— Fonrth Edition. 



The Practice of Surgery. By Thomas Bsyakt, F.EC.S., 
Baigeon and Lecturer on Snrgery at Gay's Hospital, London. Fourtii 
American from the fourth and revised English edition. In one lai^ and 
very handsome imperial octavo volume of 1040 pages, with 727 illnstra- 
tions. Cloth, $6.5U ; leather, $7.60. 



Wliarton's DUnor Snrgery and Bandaging. 

Minor Surgery and Bandaging. By Hbnby R. Whab- 
TOIf, M.D., Demonstrator of Snrgery and Lectnier on Surgical Diseases of 
Children in the University of Pcana. In one very bandaome ISmo. volume 
of 498 pp., with 403 eDgravings, many Ijeing photographic Cloth, (3.00, 
This new work must (ika a first rank as lions are described in dsioil. Hence IhU 
Kwnaa euminad. Bandaging is well d 
M:dbed by words, and (be inetbcds are lllu 
trated by phatagTaphle drawiugr, BO to mal 
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may Iwafl vised, io general Wrms, lobe don*. 
— Viri/inia JUcdical Hfmlhiy, October, JSSi. 



Holmes' Treatise on Snrgery. 

A Treatise on Snrgery ; Its Principles and Praotioe. 

By Timothy Holmes, M. A., Surgeon and Lecturer on Sui^ry at St. 
George's Hospital, London. From the fifth English edition, edited by T. 
PicKsmso Pick, F. R. C. S. In one octavo volume of 997 pages, with 438 
SJlaatrationB. Goth, fS.OO; leather, $7.00. 
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Treves' Operative Snrgery. 
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A Manual of Operativo Surgery. Sy Frederick 
Treves, F. R. C. S., 6tii:geaii and liecturer on Anatomy at the i«udoa 
Hospital. In two octavo volumes coutaiaiog 1550 pagea, with 422 origiual 
eugravioga. Complete work, clotb, S9.U0 ; leather, $11.00. Jtut ready. 
■ iTortliTotdMcriptlonjrortht 

.haiLlUmaredilBauItuiikDrd 
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in whicb tbe iafoiinBUon thui itaihered 

to tbu reader.— ^nimJi of Sarimi. 
1,1892. 



Smith's Operative Sargery. 



The Frmciples and Practice of Operative Surgery. 
BySTKPHBN SMITH, M. D., Professor of Clinical Surgery in the University 
of lie City of New York. Secood and thorogghly revised edition. In oue 
very handsocaa octavo volume of 893 pagea, with 1005 illustrations. Cloth, 
HUO; leather, 95. or 
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^eoQ, and even aaalJookofnsfereaoefor the 
pbjaiclon not eapedallj engaged in the 



Burgerv^ tills 



subject, consult 



lUW pages i 



pt print 



luUlustrB 



eapoqially its decldedlT pnutical 
air combine to commoDdlt.— Boi- 
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Hamilton on Fractnres and Dislocations. 

A Practical Treatise on Fracturea and Dislaaatians. 
By Fbank H. Hamilton, M. D., LL. D., Burgeon to Bellevue Hospital, 
New York. New (eighth) edition, revised and edileil by Stephen Smith, 
A. M., M. D.> Professor of Cliniml Surgery in the University of the City of 
New York. In one very handsome octavo volume of 832 pages, willi 507 
illostrations. Cloth, (5.50; leather, ^.50. 

It [■ pre-emlneQilr the aiitborllT on fnic- Tbe more one reads tbe mare one la Ira- 
quoted aa such. Tbe aiJditlons It bag re- lias been scconinliBhed. and bag heen done 
ceiled W 11a recent revision make U a work clearly, foaclsefy, eioellBnlly well.— ilojfon 
thDrougtalr In accordance with modem prnc- Medical and Surgiml Jaurnal, May 26, tsa2. 
Hoe, Uieonliuall]i,uiecliaiiic^]', uepUizully. 



Stimson's Operative Surgery. 



A Uanual of Operative Surgery. By Lewis A. Stimson, 
B. A., M. D., Professor of Clinical Snrgery in the Medicul Faculty of the 
UnlvBTBity of the City of New York. Second edition. In one very hand- 
aome royal 12mo. volume of 503 pa,ge8, -witli "iW iJixufcciStfraa, 'a!iKD.,'>Si.'Wi. 
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Gnrgcrii, (Qi)jl)tt)alincilogj!, Q>[olagn. 

Stimson on Fractures and Dislocations. 

A Treatise on Fractiires and Bislocations. In two 
handsome octavo volumes. Yol. I., Fractures, 583 pages, 360 beaatifal 
illnatiationa. Vol. II., Dislocations, B40 pages, with 163 illastmtioas. 
Complete work, cloth, $5.50; leather, $7.50. Either volume separately, 
cloth, }I3.00 ; leather, $4.00. 

dbI pUn of piapiTing ■ norlc vbich aboind tbe Bubjecl. and )U compsnion on Dislon- 

E resent in tbe fullatl uander all that [a Uoniwlll no doubt beBimilarlr ncelTed.— 
mwa on the cognale Bubjects of Frsctaiu i CincimaH Medical Sewi, Ma^, ISS9. 



Norris & Oliver on the Eye— In Press. 

A Text-Book of Ophthalmology. By William F. 
NoKEis, JI. D,, Clinical Profesaor of Ophthalmology in Univeraily of 
Penna., and C'HARLEa A. Oliykb, M.D. In one octavo volume of about 
800 pages, richly illustrated with engravings and colored plates. 7n prem. 
TN PREPARING this volume the authors have had in vie» the need* of 
-'- BtudentB, phvaiciaus and BpecialiatB. Its coooise and clear style, its 
completeDess and the beautiful series of illustrations will at once render it a 
favorite work with all classes for whom it is intended. 
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NettlesMp's Students' Guide tc the Eye— Stta Ed. 

Diseases of the Eye. By Edwahd NErrLESflip, F.R.C.S., 
Ophthalmic Surgeon at Bt. Thomas' Hospital, London. Surgeon to the 
Eojal London (Moorfields) Ophthalmic Hospital. Fonrth American from 
the lifth English edition, Ihoniughly revised. With a Supplement on the 
Detection of Color Blindness, by WitLiAM THOMSON, M. D., Professor of 
Ophthalmology in the Jefferson Medical College. In one 12mo. volome 
of 500 pages, with 161 illostrationa, selections from Snellen's test-tjpea 
and formula, and a colored plate. Cloth, $2,00. 

It HBB primarily Intended for Che iLse of I Beems to bo araomed In some of our larger 
student!!, and Bupplles ibulr neods admlr- norks. is not ledlaUB from aver-cond»iieB, 
■blT, but ICiaas uaefutfortbe practltlooer. and fet ooTers the more imporianl naitaor 
It does not presupposo ilie large amount of clinical opblhtlmology,— .\tic I'ont Mtdical 
rcMndlle knowledge to be present which | Journal. Deoember IS, 1890. 



Burnett on tbe Ear. 

The Eat; Its Anatomy, Fhysiology and Diseases. A 

Practical Treatise for the use of Medical Students and Practitioners. By 
Charles H. Burnett, A.M., M.D,, Professor of Otology in the Philadel- 
phia Polyclinic ; President of the American Otological Society. Second 
edition. Id one handsome octavo volume of 580 pages, with 107 illustra- 
tions Cloth, $4 00 1 leather, (5.00. 



Aw ieea auvfUUy canleU oi 
!»■; mrller gddei' "- "- 
nait be regarded u 



,— LondOFi LancH, Feb.ai, 1889. 



Utinarj). llcnctcal, 5kiii. 

Roberts on Urinary Diseases— Foorth Edition. 

A Ff actical Treatise on Urinary and Renal Diseases, 

Inalnding TTrinarj^ Deposits. By Sir AViu.iam Robeiit.s, M. D., 
Lectnrer on Meditiae in the Mancheater Sihool of Medicine, etc. Foaith 
American &om the fonrth London edition. In one liandeome octavo 
of G09 pages, with SI illustrations. Cloth, $3.S0. 

Ths peculiar value and Bolshof the book I tr«liiinit of urinary dieeasw. Hud poBoj-es 
are lo a meaaurs derived from its resolulB a completenpia not found pIsewheiH In oup 
mainlenance of a cllDl(s1 and practical language in lla account nf [be diHerenl 
Eharactcr. It la an unrivatled exposition allVetJnni.— TAe JUuncAijUr Msdical C/iruiU- 
of everrthlBB "bich ralataa directly or In- tic, July, 1885. 
diieclly to ibe diagiuniB, prognosis sod | 




Jackson on the Skin— Jnst Ready. 

The Beady- Beference Handbook of Skin Diseases. 

By Geoegb Thomas Jackson, M. p., I'rofoHsor of Dermatology, ■Women's 
Medical -College, New York Inlirmary. In one ISmo. Tolume of 450 pages 
with 50 illuatiationa. Cloth, J3, 75. Junl reads. 

Thia TOlome is devoted to the art of dermatology, (o the practice of this 
depaitmeut of medicine in ita latest development. No attempt has heen 
made to dlEcnss debatable questions, and iiatbalogj' and etiology do not 
receive aa full rooaideration as symptomatology, djagnosis and treatment. 
The alphabetical arrangement of the different diseases bos been adopted as 
conducive to the gteateat possible convenience in use. The pages are 
illustrated with a large number of eogtavioes, mauy being pbolographic 
and vivid reprodnctiouB of actual cases. A hnndaome 111 bt^rapbic front is- 
piece adds to the beauty and usefulucsd of u volume fur which a wide recog- 
nition is aBflnTEd. _^_^_^___^__ 

Cnlver & Hayden on Venereal Diseases. 

A Manual of Venereal Diseases. By E M. Culveb, 
M. D., Pattaologist and Assistant Attending Surgeon, Manhattan Hospital, 
New York, and J. R. HiYnBN, M. D , Chief of Clinic Venereal Depart- 
ment, Vanderbilt Clinic, Col'ego of Physicians and Snrgeons, Nevir York. 
In one ISmo. volume of 289 pages, with 33 iliustrations. Qoth, $1.75. 



Hyde on the Skin— Second Edition. 

A Praotical Treatise on Diseaaes of the Skin, For 

the use of Students and Practitioners. By J. NevinsHydb, A.M., M,D., 
Prof, of Dennatology and Venereal Diseases in Rush Med. College, Chicago. 
Second edition. In one handsome oclavo volnme of 676 pages, 2 colored 
plates and S5 beautiful and elaborate illns. Cloth, f^. 50 ; leather, $5.50. 
HiBtreatlBOislllteliiaolinloaliinlructJnn. IJutohlsbookall tbe beitot thatwbleli iLo 
admirably arranged, atlraclive In diction past voan have brought forlh. The pre- 
■Dd alriklDgly practical Ihroughout. No acrlptiaas and formulm are given In both 
(dnrcrducriptlonDfltaekaioDiDftbetklnlcDnimDn aud ueirla ayitcma. Text and 
iatobsmetHitb anjHhera. Dr. Hyde has ) llluslrellooaara cood, and colored plateaol 
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©jiiictologn. 

Thomas & Mund^ on Women— Sixth Edition. 

A Practical Treatise on the Biseascs of Women, 

By T. Gaillakd Thomas, M. D., LL. D., EmeritUB ProfeBSOr of Diseases 
«f Woniea in tbe College of PhysicisDa and Sargeons, New Tork, and 
Paul F. Munde, M. D., Profesaor of Gynecology in Iha New York Poly- 
<!linic. New (aiith) edition, thoroughly revised and rewritten by Dr 
Mund& In one large handsome octavo volnme of B34pagea, 'with 347 UIdb- 
trations, of which 201 are new. Ooth, $5.00; leaflier, $6.00. 

PrabBblf no treallEe ever vrillen by bd lion end scholnrly and KieatLfla BlaMniiint 

.-cfpted br more prsotltioDera, u a erd (eil-book batb fnrpnictitloner'aadBtu- 

iiBDdard if itbook, or reed witli pleoaure dent, bi home Bnd abroad, and an enduring 
ind profit bj- mora medical Biadenu tha- — "- -- ' '--- .-^— ~i.- 

roluniQ to claBEio excelieace, elegauce or di< 



ID Malical Jounuu, Marcb, ISSl. 



Davenport's Non-Snrglcal Gynecology— New Ed. 

Diseases of Women, a Manual of ITon-Surgioal 

'QynEBCology. Designed eapedally for the Utc cf Students and General 
Practitioners. By F. H. Davenport, M. D., Aaaiatant in Gjnieeology in 
the Medionl Department of Uarvard Univeraity, Boeton. New (second) 
edition. In one handsome 12mo. volnme of 314 pagea, nith 106 illnatia- 
-tions. Cloth, (1.75. Ju»t ready. 

CompBratlTely ftw praetlUouen! are pre- 
pared u> perTarm tbe graver grnecoJogicitl 
operatieuB, bat Till areeompeU»lodeaJ with 
the multltudinDUB Bilmenta of wonieD, and In 



with nathlng wMi^h has not glood the actual 
teat af Bipcrieniw, and being fgncdwlT and 
cleBrlr written it conTeyi a great amouDt 
arinforroatlon iDsconveDlepCBptcs. Tbe 
demand for two edltleni In len Lbaa ibne 
yaancQDarins its uiehilneSB.— TTw JfvUcal 



nay on Diseases of Women— Second Edition. 

A Manual of the Diseases of Women. Being a concise 
and syatematic eipoaition of the theory and practice of Gynecology. By 
CHAHLBa H. May, M. D,, late Hopse Surgeon lo Mount Sioai Hospital, 
New York. Second edition, edited by L. 8. Ran, M.D., Attending Gynecol- 
ogiHt at the Harlem Hospital, N. T. In one 12mo. volume of 360 pogea, 
-with 31 illnstrationa. Cloth, $1.75. 

Thifl ffl a Tnaanml of gynecolovy In a very 
—~' ■ ^nn, andtterBct tnats scxond 



edition hu been called ta 



liuinM-irtlba bvi 



reception- It la 
leiur ui, to aid Uie Blu- 
>g aietaliy peiuied iar- 



beaddethaCit may be ua 
ger woika.— las fliyiiciti 
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(Pbstctrice. 

Farvin's Obstetrics— Second Edition. 

The Science and Art of Obstetrics. By THKOPniLrs 
Paktin, M. D., LL. D., Professor of Obstetrics and the DiseaseB of Women 
and Children in JeQeraon Medical College, Philadelphia. Becond edition. 
In one handsome Svo. volume of 701 pages, iriUi 339 engravings aad a 
colored plate. Cloth, $4.26 -, leather, $5.35. 
The Hcond »dilIoa of tlib work la full; I Eeit-book of the Bnt meiit, Tbe (reBtmetit ' 

tEa obitetrf; art. lUreljiin Ibe TaDeeorob- —the iDdiridumlltlenar ■ practiitil teicbBr, 
BlBliio literature can he (oirad • wgrt which ■ sklLrul obslelrlchiii, i oloae thLnliar and a 
la ao uamprebea'lTG and :ret compact and rips Bcholar,— Jfsdicil Sacord, Jan. 17, 18S1. 
prautluil. In such riiapecl it ii eseealiall; a | 




Playiair's Midwifery— Seventh Edition. 

A Treatise on the Science and Practice of Mid- 
wifery. By W. S. Playfaib, M. D., F. R. C. P., Professor of Obstetric 
Medicine iu King's College, London, etc. Fifth AmErican, from the 
seventh Knglish ^Ition. Edited, with additions, by Koubst P. Uarsis, 
M. D. In one handsome octavo volume of 064 pages, with 207 engravings 
and 5 plates. Cloth, $4.00 ; leather, $&.0O. 



TrulT! 



inapltomeoral 



work D( In kind ever prMsn led 
feaelon. BeglDDing vltli Uie am 
ph^BloIogyoriheorganaoonwrnc 
"'-" '"iQtbMlliBpnwitleHli 






tatlic timo 



iceptioa 

pitlent aiieBtlon, The plai^a and lUuati 
tioDB, carerully itudled, vlU teach ths a 
enceoTmidwlferj. The reader of Ibia bo 

of ohatelno practice, and alao of all t 
coincident irouhiua conuected therewith, 
Soutlient iVoctiCumw, Oectmber, 1839. 



King's Obstetrics— New Edition. Just Ready. ». 

A Manual of Obstetrics. By A. F. A. King, M. D., Pro- 
fessor of Obstetrics ami Diseases of Womeu in the Medical Department of 
the Cotnmbian University, Washitigtan, D, C., and in the CTniveraity of 

Vermont, etc. New (Fifth) edition. Iti one 12mo. volume of 450 pages, 
with 160 ilhistrations. Clolh, $2.50. Just readr/ 
A notice of the previons edition is appended, 
Dr.KlnB.in theprcfaee tothflfiraledliioa laina muQli_ Taluablo^obetetrio knoiriedge, 






lestlT at 



at the t 



. . iroundwo 
lingofhiao- 



ooka. Ortl 



Jtfoui 



. iilustiatlona it 



l>u«TPracU 



'iiS?S 



J __._ . .__^ _11 iilua/nUS, 

nd (he honk boih to precll- 
student,— I»a J/«fieal Ncici, 



JSiistases of (flliUilreit, iUcbUal J)liins|]tiiCrcntc, ]3criofiicals. 

Smith on Children— Seventh Edition. 

A Treatise on tho Diseases of Infancy and Child- 
hood. By J. LEwra Smith. M. D., Ciinical Professor of Diaeasea of 
Chiltlren in tbe BelUvae Hospital Medical College, N. Y. New (seventh) 
edition, llioroiighlj revised and lewritteu. In one liandsome octavo vot- 
□me of 8B1 pages, wllh 61 lllnstrationB. Cloth, (4.60; leather, $5.50. 
Ws hate ftlwayfl cousldeTed Dr. Smitb'a InaccardmiofivUh tbeprogreuorthc llmeg. 

bootaaoaBoflbeTerj-bcsl Qn the aubject. " ' " ' 

It hu aLiiBjs been practical— a Held book, 
theoratlcHl wben Ibflor; bss been deduced 
troia pnicifcvl evpeTience. OneBcldom Ihlls 
to lind bcre a prpctical auEi^Eion all^ 



eprogreisorthE llmei. 

It Btill stands foremost aa lie Amerloan teil- 
book. The Ulerarv elvlo could not beej 
celled, iU adWce Is alwajB comierTatiTe bd 
thorough, and the evidence of nscarch ha 
lone since placed ils author la tbB IVon 
rank o( medicBl Ifiachtra.— !*« America 



Taylor's Medical Jnrisprudence— New Edition. 

A Manual of Medical JuriBprudence. By Alfred S. 
TATLOB, M. D,, Lecturer on Medical Juriaprudence and Chemislry in 
Gny's HoBpital, Loudon. New American from the twelfth EnKlish edi- 
tion. Thoronghly revised by Ci.ark Bbll, Esq., of the >few York Bar. 
In one large octavo volume of about QUO pages, with iilastratioiia. Shortly. 

SUBSORiPTiON Price Reduced to S4.00 Per Annum. 

THE nEblCflL NEWS. 

That The News fulfils the wants of men in active pioctiee is made 
clear hy the steady growth of its subscription list. This increase of readers 
has reodered posaible a reduction in the price of TllE News to Four 
Dollars per year, so that it is now by far the cheapest as well as the 
best large weekly journal published in America. 

In a word The Medical News is a crisp, fresh, weekly newspaper 
and as snch occupies a well-marked sphere of usefulneBS, diatioct and com- 
plementary to the idfal monthly miigiiaino, THE AMERICAN JOUEUAI. OF 
THE Medical Sciesces. 



TJe AiDBPican Joar'nal of the Bjedical ^cience^, 

PuBusHED Monthly, at S4.00. Per Annum. 
Being Ihe me<linm chosen by the best minds of the profession dnring 
this period for the presentation of their itblest papers, The American 
JOCBNAL has well earned the praise accorded it by an unquestioned 
authority — " from this file alone, were all other puhlijitions of the press 
for the last fifty years destroyed, it woul'l be possible to reproduce the 
great mtuority of tbe real contribntioiiB of the world to medical science 
dnring that period." 
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